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Hay fever CAN be relieved 


op ge eepepes mt 
ae symptomatic relief afforded by ™** Ear Soi 
for the ise ofthe more ewe (HENERGAN' =. 
powerful antihistaminic ™* 


‘ANTHISAN-’ Tablets : a rmengh By 100 and 500 x 0.05 Gm. and 0.10 Gm. 
Elixir : Containers of 4 fi. oz. 
2.5 per cent. Solution : boxes of 10 x 2 c.c. ompoules, 


* PHENERGAN ° Tablets : Containers of 25 and 500 x 0.025 Gm. and 0.01 Gm. 
2.5 per cent. Solution : Boxes of 10 x 2 c.c. ampoules. 


OUR MEDICAL INFORMATION DIVISION WILL BE PLEASED 
TO SEND COPIES OF THE MEDICAL BOOKLETS 
* ANTHISAN’ AND * PHENERGAN * 


ON REQUEST. @ 


manufactured by 441A 


nenoeee NTAY & KHAKER 7D eee ome 
distributors PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD. DAGENHAM 


For contents of this issue see overleaf 




















— Poisoning 


KAYLEN E 


for Indiscretions of Diet, Diarrhoea, Food 
Poisoning, Acute Colitis, and in all conditions 
due to toxic absorption from the bowel. 


KAYLENE=-OL 


should be given in cases where a 
mild laxative action ia desired 


Samples and literature on request 


KAYLENE, LIMITED 


WATERLOO ROAD, LONDON, N.W.2 
Sole Distributors: - ADSORBENTS, LTD. 
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Avoid tlogging a tired horse 


CHANGES in normal routine and restricted peristalsis. Gently but surely it helps the return 
or special dicts may induce constipation to ‘habit” time 
Purgatives, however, over-stimulate the bowel *PETROLAGAR, a 25% emulsion of white 
temporarily and this is followed by inactivity petroleum oil with flavouring is issued in two 
The tired horse—so to speak—is flogged again varieties. Plain and with Phenolphthalein. 
and a vicious circle results. 
Regu'ar effort and adequate bulk are needed to 


“store ) 1 rou . i P ° > ‘ ‘ 9 . ° 
restore norma utine PETROLAGAR | etrolagar Emulsion 
Trade Mar) 


provides the ‘soft bulk’ essential to reguiar 


JOHN WYETH & BROTHER LIM. TED, CLIFTON HOUSE, EUSTON RD., N.W.1 
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Nutrition. 


THE ANSWER TO MODERN DIETARY PROBLEMS 


There is evidence that the reduced daily calorie intake of the nation, 
resultant upon the lower quantitative and qualitative food standards 
of to-day, has a tendency to be a contributory cause of asthenia. 
The physician rightly seeks a corrective for this condition, especially 
in patients where an examination reveals nervous instability, 
lassitude and weakness arising from a deficiency of vitamins and 
mineral constituents. 

* Supavite’ Capsules, by se; a balanced ration of vital food 
factors — vitamins A, B1, B2(G), C, D, E and Nicotinamide, 
together with Iron, Calcium and Phosphorus, enrich the depleted 
tissues and fluids and encourage the restoration of bodily health. 


©. Cingicrs SUPAVITE... 


THE ANGIER CHEMICAL CO. LTD. 86 CLERKENWELL RD., LONDON, E.C.! 
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Three cereals with added 
IRON 
CALCIUM 
PHOSPHORUS 
VITAMIN D 
and YEAST 





Lack of appetite, inability to ingest large 
meals—and, indeed, any disorders of old 
age that bring a decrease in the food intake 
——point to the need for a food that is at once 
nutritionally satisfying, easily digested and 
thoroughly acceptable. 

Farex is such a food. Its nourishing blend 
of three cereals—reinforced with added 


calcium, phosphorus, iron and vitamin D— 
is presented as a ready-cooked powde} 


which places no strain on failing digestive 
powers. 

To make easier the task of tempting the 
palate, Farex is prepared with no pro- 
nounced taste of its own. It can thus be 
given literally any flavouring desired 


Keady-cooked 3-cereal food. in 10-ounce cortons 


GLAXO LABORATORIES LTO., GREEN! D MIDDLESEX BYRon 3434 
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THE NEW UPRIGHT STERILIZER FOR THE G.P. 


SURQUALATIC 


AUTOMATIC ELECTRIC STERILIZER 





Totally encased for safe handling 

. Heat resistant plastic jacket and 
knob. 

. Holds instruments vertically and 
separately for easy extraction. 

. Deep enough to accommodate 
bottles, etc. 

. Tray is raised when lid is lifted. 

. Lid “‘ stepped” so that condensa- 
tion falls back into container. 

. Automatic cut-out and pilot light. 


PRICE £12 I2s. 


SURGICAL EQUIPMENT SUPPLIES E® 


WESTFIELDS ROAD, LONDON .W.3 


Particulars from your /ocal dealer 














Medical Resear« h Council 


RECENT PUBLICATIONS 
Human Milk: Wartime Studies of 
Certain Vitamins and Other Con- 

stituents 
by S. K. Kon anp E. H. Mawson EF, one penny in this Society 
Special Report Series No. 269 4s. (4s. 4d.) $1 4 f 

A Study of Diphtheria in Two Areas of ~~ since it was founded in 1850 
Great Britain —one hundred years ago. 

by Percival Hartiey aNp W. J. Tuttocn, | i ° 
with OTHERS | To-day the Society offers 21° ' 
Special Report Series No. 272 4s. (4s. 34.) SI | 


‘ : : _ net on investments fr 
The Causes of Blindness in England and ts trom 
Wales £1 to £5,000. 
by ARNOLD Sorssy 
Memorandum No. 24 ls. 6d. (1s. 8d.) 40. 


Government Publications: Sectional | Isle of 


List No. 12 (1950) 


A Catalogue of the publications of the Medical 
Research Council and their Industrial Health 
Board Free of charge 


Prices in brackets include postage; dollar prices 


are post free in the United States of America 
tim stationery orrice. | BUILDING SOCIETY 
P.O. Bo No. 569, London, S.E.1; Edi 
burgh; Manchester: Birmingham; Cardiff ASSETS EXCEED £7,500,000 
Bristol; Belfast: or through any bookseller | 
and. BRITISH INFORM TION SERVICES. HEAD OFFICE: RAMSGATE 
30 Rockefeller Plaza, New York, U.S.A } LONDON OFFICE: 99, BAKER ST., W.! 


No investor has lost 
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SAUNDERS BOOKS 





TECHNIQUES IN BRITISH SURGERY 


By 29 eminent British Authorities, edited by RODNEY MAINGOT, F.R.C.S. 733 pages, 
473 illustrations 75s. 


“A cross-section of the best in British surgery today.” 


Friedberg’s DISEASES OF THE HEART 
By CHARLES K. FRIEDBERG, M.D. 1081! pages, illustrated 57s. 6d. 


will become a standard work on the subject with few equals, past or present.’’— British Medical Journal 


Mitchell-Nelson’s PEDIATRICS New (5th) Edition 


By WALDO E. NELSON, M.D., with the collaboration of 63 leading authorities. 1,658 
pages with 426 illustrations 63s. 


Bockus’ POSTGRADUATE GASTROENTEROLOGY 
By HENRY L. BOCKUS, M.D., 670 pages, illustrated 50s. 


covers all recent dev elopments in the field o. sastro-enterclogy and constitutes an ideal appendix to 
the larger textbooks on the subject.’ 


Williams’ TEXTBOOK OF ENDOCRINOLOGY 
By ROBERT H. WILLIAMS, M.D. 793 pages, illustrated 50s. 


a new book which provides the most useful and most up-to-date information on endocrinology available 
today 


CURRENT THERAPY 1950—Latest Approved Methods of Treatment 
for the Practising Physician 
By 269 American Authorities, specially selected by a Board of 12 Consultants, edited 
by HOWARD F. CONN, M.D. 726 pages 50s. 
and 


Nesselrod's PROCTOLOGY IN GENERAL PRACTICE. Pp. 276 30s. 
Vincent Memorial Volume THE CYTOLOGICAL DIAGNOSIS OF CANCER. 
Pp. 229 32s. 6d. 
Pullen’s MEDICAL DIAGNOSIS. New (2nd) edition 63s. 
Curtis’ TEXTBOOK OF GYNECOLOGY. New (6th) edition . 50s. 
Custer’s ATLAS OF THE BLOOD AND BONE MARROW. Pp. 32! 75s. 
Levine and WHarvey’s CLINICAL AUSCULTATION OF THE HEART. 
Pp. 327 32s. 6d. 


(Prices quoted apply only to United Kingdom and Eire) 





W. B. SAUNDERS COMPANY LTD., 7 Grape Street, London, W.C.2 
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BARC 
L' “s iTe 0 
cial Retailers of 


» Largest Offi 
The bm ENTLEY 


ROLLS-ROYCE & © 


Stock List of Used Cars on red 
Stoc st 


uest. 


Showrooms: 12-13 St. George Street, Hanover Square, London, W.1. MAY fair 7444 
Service Works: Lombard Road, Morden Road, Merton, S.W.109. LiBerty 7222 





~~ BARBURAL ~~ 


The New Hypnotic - Sedative 


“BARBL RAL Each Tablet contains Cyclobarbitone Caletum gr l 


Bromvaletone B. P.( gr. 4. 
“BARBURAL has the advantage of a very small Barbiturate dose 
‘BARBURAL | is indicated as a sedative and hypnotic in insomnia and nervous conditions 
‘BARBURAL is a safe rapidly acting hypnotic with prolonged sedative effect 
‘BARBURAL | js issued in tins of 100 & 500 tablets. 
Literature & samples on request 
Amber Phart 


Va bi 


} 


wmicals and Phar 


aceutieal 


= Limited 


raceutical Produc 


( 


BYRON HOUSE, 7-' I JAMES STREEI LONDON 
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Following NEPHRECTOMY and NEPHROPEXY 


The patient illustrated, aged 32, mother of 8 children, underwent nephrectomy 
(left kidney) in July 1944. Two years later, nephropexy was performed, 
following which the ptosed abdominal organs failed to support the attached 
kidney properly. A Spencer was prescribed as an adjunct to treatment and, 
according to the doctor's statement, results were satisfactory. Abdominal 
organs were held in natural position to support the attached kidney adequately. 


SPENCER IS THE SUPPORT OF CHOICE BECAUSE: 


Each Spencer is individually designed, cut and made for each individual patient 
thereby assuring the exact degree of support prescribed. 

In a Spencer, abdominal support is from below, upward and backward, 

parelleling the natural pull of muscles. The pull of supporting the abdomen 

is placed on the pelvis, not on the spine at or above the lumbar region. 


For further information of Spencer Supports write to : 


SPENCER  (sansury) LTD. 


Consultant Manufacturers of 
SURGICAL and ORTHOPAEDIC SUPPORTS 
Spencer House * Banbury * Oxfordshire 


Spencer Copyright designs are original and distinctive and for more than 20 years have been 
recognised by the Medical Profession as a symbol of effective control for abdomen, back and breasts. 


BEWARE OF IMITATIONS. Spencer (Banbury) Lid. regret the necessity of issuing warning to 
beware of copies and imitations. Look for the SPENCER LABEL stitched in the Spencer Support 
and ensure that it is a genuine Spencer Support and not a so-called copy. 
APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 
Trained Fitters available throughout the Kingdom 


Copyright: Reproduction in whole or in part is prohibited except with the written permission of S.(B) Ltd 
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for effective control of 


SUMMER DIARRHdA! 


* Cremosuxidine * is an extremely palatable chocolate 
. a mint flavoured suspension designed particularly for 
‘¢ remosuxidine the control of diarrhea. 
contains:— ' ' 
* Cremosuxidine * contains * Sulfasuxidine ’ 
a Succinylsulphathiazole B.P.. exceptional intestinal 
Sulfasuxidine sulphonamide, Pectin, a naturally-oceurring detoxifying 


substance and Kaolin, a material with protective and 


Rectin 
adsorbent properties. 


Kaolin o * Cremosuxidine,’ in the treatment of diarrhceal 
conditions, exerts a marked enteric bacteriostatic 





action . . . consolidates fluid stools .. . adsorbs and 
eliminates products of putrefaction . . . provides a 
soothing effect on inflamed intestinal mucosa. 


*Cremosuxidine ’ is indicated in the treatment of 
specific and nonspecific diarrhceas, including 
bacillary dysentery, paradysentery, salmonellosis, 
diarrhea of the new-born* and * summer diarrhcea.’ 
* ‘Cremosuxidine’ may be administered to infants in 
the regular bottle feeding. 

Supplied in 4 oz. and 16 oz. bottles. 

Informative literature gladly forwarded on request. 
Slarp & Dohme Ltd., Hoddesdon, Herts. 








‘ Cremosuxidine ’ 


* Sulfasuxidine’ Succinylsulphathiazole Suspension 
with Pectin and Kaolin. 
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The PAS dosage problem 


A NEW DEVELOPMENT IN PRESENTATION 


The necessity of administering P_A.S. in large doses over long periods 
has given rise to varying pharmaceutical forms designed to make tl 
administration easier for the hospital staff and more acceptable t 
the patients, None of the pharmaceutical forms so far ciel 
griwe such a comple te answer to the proble m as the new formin Kes 
which *PARAMISAN SODIUM) is available... 
Cachets. Cachets provide the complete answer 
easy lo take, conven 
lo use, 


> 
ed 


sover other 
forms of oral administration : 
LESS “SWALLOWS” PER DAY. The Cachet contains l.5g. of Sedium 
para-Aminosalicylate—equivalent to nearly five tablets or dragées. This is a 
valuable point in view of the heavy dosage scheme necessary. 


EASY ADMINISTRATION. The Cachet, previously dipped for a second or 


two in water, is surprisingly easy to swallow with a draught of water. Three 
or four Cachets can be taken in quick succession without any difliculty. 


CERTAIN DISINTEGRATION. § The Cachet disintegrates quickly when 


swallowed. There is no danger of its passing through unabsorbed—a difliculty 
which has been encountered following the administration of large quantities 
of coated tablets 


NO UNPLEASANT TASTE. The Cachet leaves no taste in the mouth 


great advantage over solutions and over some forms of granules. 


ACCURATE DOSAGE. The Cachet is simple to supply as an accurate dose, 


avoids waste and is undoubtedly the best way to buy and administer P.A.S. 


‘PARAMISAN SODIUM’ 


TRADE MARK 


SODIUM para-AMINOSALICYLATE 
CACHETS 


HERTS PHARMACEUTICALS LIMITED Each cachet contains 15g 
Welwyn Garden City, England In containers of 20, 100 and 500, 
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BACTERIOLOGICAL 


TESTS ON 


New Type oi Skin Balm 


oA superior 


bacteriological investigation of the 

“in vitro”’ bacteriostatic activity of 
Valderma Antiseptic Balm has been made. 
These tests, made by the “‘ Agar Plate ”’ 
method, compared Valderma with a num- 
ber of proprietary ointments, particularly 
those containing 6% of a sulphonamide 
in a paraffin base, and 5% sulphathiazole 
in a paraffin base. The report states : 


““Valderma Antiseptic Balm exerted 
the most consistent bacteriostatic effect 
of all the preparations tested. 

“From the ‘in vitro’ experiments it 
was clearly evident that owing to the 


Valderma oil-in-water emulsion base 





preparation” 


effectiveness of the two bacteriostatic 
agents, and the ideal nature of the 
oil-in-water base employed in Valderma 
Antiseptic Balm, optimum conditions 
had been created which made _ this 
Preparation superior to any other 
examined.” 

The organisms used for these tests 
were Staph. aureus, Staph. albus, Strep 
viridans, B. coli, and B. megatherium 
Doctors who are interested can obtain 
complete data from Valderma Labora- 
tories, Research Division P2, 17, Berners 
Street, London, W.1. 





Not whether but how 


Fi RROUS SULPHATE 
form of iron treatment for hypochromic 
question is therefore not “ whether” 


is now recognised as the most cfhcient 
aremias The 
but “how” it should 


be administered. 


The preparation should not be too bulky, nor cause 


gastro-intestinal 


upset, yet it must disintegrate quickly 


and produce maximum haematopoietic response 


In *PLastuces’ ferrous sulphate is presented in its most 


attractive form 


in a semi-solid base in a capsule which 


rapidly dissolves in the stomach, thus ensuring maximum 


absorption. 
gastric upset. 


* PLASTULES’ induce a rapid response without 


Plain 


are available in four varieties 
with Folic Acid: and with Hog's 


PLASTULES* 
with Liver Extract 
Stomach 


*PLASTULES? /[/amatinic Compound 


Trade Mark 


Wyet. 
JOHN WYETH & BROTHER LID., CLIFTON HOUSE, EUSTON ROAD, N.W.! 
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PENICILLIN BLOOD LEVELS 


sustained for 
36/48 hours 
or longer 


A Minimal therapeutic level 

B 300,000 units of procaine penicil 
lin suspension in oil administered 
intramuscularly 

C 300.000 units of penicillin in 
aqueous solution administered 
intramuscularly 


‘Avioprocil’ contains the procaine salt of Crystalline Penicillin G in oily suspension 
(300,000 units per c.c.) with 2",, aluminium stearate, and offers important advantages :— 
@ Therapeutic blood levels of penicillin maintained for at least 36-48 hours 
@ Effective penicillin therapy achieved with a single daily injection of | c.c 


@ Administration is free from irritation and pain. 


Literature and further information available 
é j on request, from your nearest 1.C.!. Sales 
Office London, Bristol, Birmingham 
Manchester, Glasgow, Edinburgh, Belfasc 
and Dublin 
10 c.c. vials, singly and in boxes of 5. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
A subsidiary company cf Imperial Chemical Industries Ltd WILMSLOW, MANCHESTER 
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Tue stupy of fungicidal principles in sweat led to the use of naturally 
occurring fatty acids in therapeutics. 

It has been found that undecylenic acid and its derivatives are among 
the most effective fungicidal agents, and are especially valuable in the 
prophylaxis and treatment of tinea pedis and other dermatophytoses. 

Fungicidal Ointment - Boots contains 5°, undecylenic acid and 20°, zinc 
undecylenate in a water-miscible base. Fungicidal Powder - Boots contains 
2°, undecylenic acid and 20”,, zinc undecylenate in a starch and kaolin base. 
These preparations do not irritate the skin and may be used safely by patients 
for self-treatment over long periods. 


Fungicidal Ointment-Boots 


Tube of approx. 1 oz, 


Fungicidal Powder-Boots 


Sprinkler ntaining approx 2} oza 


Literature, further information and samples available from Medical Dept., 
BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM ENGLAND 
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FOR LEUCORRHOEA 
TAMPOVAGAN P.S.S. 


FOR ALL INFLAMMATORY CONDITIONS OF VAGINA AND CERVIX 
Each globule contains 
PENICILLIN - - - - - 5,000 i.u 
SULPHANILAMIDE - - - 0.25 gm 
SULPHATHIAZOLE .- - - 0.25 gm 


Has had a very favourable reception by the Medical Profession and proved to be highly beneficial 
in gynaecological practice 


TAMPOVAGAN " Brand Pessaries are supplied as follows 
IN GLYCERINE—GELATINE BASE IN COCOA BUTTER BASE 
(a) Lactic Acid 5 Box of 12 
(b) Ichthyol! 5 Box of 12 
(c) Ichthyol 10 Box of 12 (f) P.S.S. (Penicillin-Sulphanilamide-Sulpha- 


(e) Penicillin (5,000 i.u. each) Box of 12 


(d) Choteval | Silverproteinate Box of 12 thiazole ) Box of 12 
and in bottles of 50 and 100 globules 
Literature and Semples on request 
CAMDEN CHEMICAL COMPANY LIMITED 
61 Gray’s Inn Road, W.C.1 














Severe Sunburn 


—a useful Treatment 


Ts recognised value of T.C.P. in the immediate treatment of 
burns has a special relevance in these holiday months. As 
an application in severe sunburn, T.C.P. is cooling, soothing and 
decongestive in effect ; its prompt use will frequently prevent 
blistering. 
In cases where the skin has been damaged, T.C.P. helps 
to prevent sepsis, and its freedom from caustic and irritant action 
ensures that healing is not retarded. 


Literature and a clinical sample will be sent on application to: 
British Alkaloids, Ltd., Pinners Hall, Austin Friars, London, E.C.2. 


TC.P.. the PLUS antiseptic 








THE PRACTITIONER 




















weight 
reduction 
begins 





) overeating 
The cause of most } § t 0 p § 


overweight is overeating, 
and a lowered food intake is 


the obvious treatment. 


_— ‘Dexedrine’ tablets: 


curb excessive appetite they enable ch tablet conta 
the patient to follow a prescribed diet 
without effort or irritability. The desired fo r co nt rol 


weight loss can be achieved—and 


maintained—with ‘ Dexedrine ’ alone, of a p p eti t é 

without recourse to potentially dangerous j n we j p h t re d u ct j on 
drugs, such as thyroid. 

Issued in containers of 100 and 1000 tablets 

Menley & James, Ltd. 

123 Coldharbour Lane, London, S.E.5 


for Smith Kline & French International Co 


ner of the trade mark ‘Dexedrine’ 
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OBESITY 


AND THE GENERAL PRACTITIONER 
the first of a series of monographs on diet 
summarising recent trends of medical opinion. 
PATHOGENESIS - DANGERS OF 
OBESITY + TREATMENT 

> to registered medical practitioners on application 
to the 


ENERGEN DIETARY SERVICE 
(Dept. C.25) 
BRIDGE ROAD, WILLESDEN, N.W.10 


> > 


* “ ‘ 
+< Nam, wer TMA t# 


OLP?C//@A SURGICAL 
CORSETRY SERVICE 


An example of how successfully Spirella cares 
for figure defects and abnormal physical con- 
ditions. 

The Spirella way to health is the beautifying 
and comfortable way by natural support, 
correctly applied to the individual figure. 

There are Spirella Corsetieres everywhere, 
nearly 5,000 of them. Names and addresses can 
be ascertained from 

Spirella page advertisement in 


your Telephone Directory or from 
either of the addresses below. 


The SPIRELLA COMPANY OF GT. BRITAIN morgniahaand 


LETCHWORTH, HERTS lelephone: | etchwort 
AND SPIRELLA HOUSE, OXFORD CIRCUS, LONDON, Wu 
A 
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Bis-5,3'-(4-oxycoumariny!)-ethy! acetate 


B.O.E.A. 


for the prophylaxis and treatment of vascular thrombosis 


*'TROMEXAN ” possesses certain advantages over 
Dicoumarol, compared with which its action is easier to 
control. It is prepared for oral administration by which 


route it is fully effective. 


A report of clinical trials was recently published in 


the British Medical Journal (1949), 2) 1250. 


In containers of 10, too and 500 tablets 


Literature on request 


PHARMACEUTICAL LABORATORIES GEIGY LTD. 


National Buildings, Parsonage, Manchester 3 
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“polycrest” BREAKS THE 
“VICIOUS CIRCLE” OF PRURITUS 


Case 


Mr. D. G. aet. 35 


Symptomatology 


@ PRURITUS ANI 








Therapy 
@ LOCAL BACTERIOSTASIS ¢ 


SURFACE ANAESTHESIA 








Prescribed 


@ POLYCrest eaiprccam | 


FORMULA: 
Phenylmercuric nitrate . . . 0.25% 
Amethocaine . . . 0.50% 
Bensocaine . -. 500% 





polycrest cream has no B.P.. B.P.C., or 
N.F. equivalent and may be freely prescribed 
on N.HLS. Form E.C.10, 











Supplies 20 grams, 4 os, and 8 os. 


Professional samples and literature on request 


CLINICAL 9% PRODUCTS um 
RICHMOND, SURREY, ENGLAND 


suiinstunnnnsti 


THE 


‘COLLISON’ 
INHALER 


ASTHMA 











First Month's Hire 


£2 2s. Od. 


Second & following do. 
£1 Is. Od. 


Telephone 


VIC. 1676 











THE INHALATION INSTITUTE 


| 87 ECCLESTON SQ., LONDON, S.W.1 
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Remember when... ? 
says OLD HETHERS 


Remember when I had tonsilitis, doctor? You 
stuffed me with sulfa-something-or-other 
and said “Take plenty of fluids”. I got 
the missus to make me some barley water 
from Robinson’s ‘ Patent’ Barley, and you 
said ‘* That’s just the stuff”. It was too, 

the way it cooled my burning throat. 

The wife liked it because it only took 


a minute or so to make without a lot 


of boiling or straining. 


Robinson’s 
‘patent?’ BARLEY 








IN SAFE HANDS 


The man who has appointed the Westminster 
Bank to be his Executor or Trustee can, with 
truth, say that the well-being of his family 
will be in safe hands. The Bank will carry out 
his wishes faithfully, bringing to its task a fund 
of business experience beyond that possessed 
by any private individual; it will administer 
its trust with complete integrity; and—more 
important, perhaps, than any of these—it 
will at all times show a very sympathetic 
consideration towards those whose affairs are 
left in its hands. Inquiries will be welcomed 
at any of the Bank's branches 


‘If there’s one to spare, Nurse’ 


He knows what's good for him when he’s 
feeling exhausted after a tiring day: for 
inducing complete relaxation and sound, 
health-giving sleep, it’s 

CADBURY’S 


BOURN-VITA WESTMINSTER BANK LIMITED 


Trustee Department: $3 THREADNEEDLE ST., B.C.2 
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In response to many requests 


* Distaquaine’ G, the original British procaine penicillin for 
aqueous suspension, is now available in two new forms : 


‘DISTAQUAINE’ FORTIFIED 


* DISTAQUAINE’ G plus soluble penicillin (potassium salt) ; 
combining the immediate effect of soluble penicillin with the 
prolonged effect of the relatively insoluble procaine salt. 


* DISTAQUAINE ’ Fortified is available in vials of the dry 
substance for the simple and rapid preparation of an aqueous 
suspension for intramuscular injection. It is as convenient to 
administer as * Distaquaine * G. 


Packs: 


*‘DISTAQUAINE’ FORTIFIED, 3+1 


(procaine penicillin G ~ : ns .. 300,000 i.u., 
crystalline potassium penicillin G. . = .. 100,000 i.u.) 


*‘DISTAQUAINE’ FORTIFIED, 9+3 


(procaine penicillin G ai , “ -- 900,000 i.u., 
crystalline potassium penicillin G.. aa os .. 300,000 i.u.) 


‘DISTAQUAINE’ SUSPENSION 


* DISTAQUAINE ’ G in ready-prepared aqueous suspension ; 
for the greater convenience of the busy practitioner. 


Pack : 
vials of 10 ml. (each mil. contains procaine penicillin G, 300,000 i.u.) 


Distributed by 
ALLEN & HANBURYS LTD. BRITISH DRUG HOUSES LTD. 
BURROUGHS WELLCOME & CO. EVANS MEDICAL SUPPLIES LTD 
IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD. 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD. 


Manufactured by 


THE DISTILLERS COMPAINY 


(BIOCHEMICALS LIMITED) 
SPEKE LIVERPOOL 
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A good tonie 


in General Practice 


OOD tonics still stand in the front 
rank of those proved remedies 
possessing a history of long and suc- 
cessful usage. For over twenty years 
physicians have prescribed ‘Neuro 
Phosphates’ (‘Eskay’) as a ‘good tonic’, 
i.e., as a palatable, well-tolerated 
preparation that helps to restore appe- 
tite, vigour, and general tone. Its 
outstanding palatability and attrac- 
tive green colour at once ensure 
the patient’s willing co-operation. It 
may be freely administered over 
prolonged periods even to the most 
exacting individual. a 
2 The overworked The aged 
The constitutionally delicate 





@ Each adult dose (two teaspoonfuls) contains 
in acid state: 
Sodium glycerophosphate ... wo @«6—s 2 FF. Dosage: Two teaspoonfuls with 


Calcium glycerophosphate — wae water T.I.D. before meals 











Strychnine glycerophosphate eo 1/64 gr. 


‘Neuro Phosphates .:«.: 


~ 


MENLEY & JAMES, LIMITED, 123 COLDHARBOUR LANE, LONDON, S.E.5 
for Smith Kline & French International Co., owner of the trade marks ‘Neuro Phosphates’ and ‘Eskay* 
NP3F 
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“ CARDOPHYLIN ” is produced in including ; 

ampoules for intravenous and intra- LEFT VENTRICULAR FAILURE 
: acute pulmonary oedema 

muscular injection, and in the form pavemyemed aosnsresl Gupnaee 


ef tablets for oral administration. CHRONIC MYOCARDIAL 


l d j labl INSUFFICIENCY 
iterature and samples available on ANGINA PECTORIS 


request CARDIAC AND RENAL OEDEMA 























1 Whiffen Product 
Distriduted by 


BENGER LABORATORIES LTD - HOLMES CHAPEL - CHESHIRE 





CLINITEST 


TRADE MARK 


The unique one-minute test for detecting urine-sugar 


now made in Britain 


The rapidly increasing useof ‘CLINITEST’ minute. *CLINITEST’ has been approved 
(brand) for detecting urine-sugar, has made _ by the Medical Advisory Committee of the 
it necessary to establish manufacturing Diabetic Association. 

facilities in the British Isles. Heretofore, Full particulars of ‘CLINITEST’ are given 
*“CLINITEST’ has been imported from in two pamphlets, which will be supplied 
America. upon request, (a) ‘Qualitative Determina- 
This unique copper reduction test is based _ tion of Urine-Sugar by the Clinitest Tablet 
upon the same principles in- Reagent Method,’ (b) ‘A Simple Benedict 
volved in the Benedict Test, but ‘ Test for Glycosuria.” 

has all the reagents compressed *CLINITEST " Sets and refill bottles holding 
into a single tablet. No external 36 tablets, are available at most good-class 
heating is required as the tablet : > + ln ace aaacermataaas 
generates its own heat. The com- 

plete test takes less than one < DON S. MOMAND LTD 
Complete Set with 36 tablets Price 12 - 57 ALBANY STREET, LONDON, N.W.! 
Refill Bocties (36 tablets) Price 4 - TEL : EUSton 1326-2076 
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ATOMISATION THERAPY 


Wherever a respiratory atomiser is indicated you are safe in 
choosing one from the Moore Medicinal Products range of inhalers 


@ THE DEEDON (All-Plastic) INHALER 
@ THE BON-ACCORD (Plastic) INHALER 
@ THE BON-ACCORD (Glass) INHALER 
@ THE BROVON MIDGET (Glass) INHALER 
(Clear and Amber) 
fubalers are available under  @ THE DEEDON Electric INHALER 
the National Health Service. 


Please indicate the particular 
1 wish for re Literature on the above and other M.M.P. Products 


patients on your N.H.S. 
prescription. on request. 


MOORE MEINLNAL PRODUCTS LTD 


ABERDEEN ‘onroon oF! © “' LONDON 





Emergency 
measure.. 


The anticipated effects of glucose as an energiser and restorer are to some extent 
lost if the patient shows a degree of unwillingness to accept it. But the common 
aversion to the sickly, sometimes nauseating, taste of glucose in many of its ordinary 
forms is strikingly absent whenever LUCOZADE is offered. LUCOZADE is so palatable, so 
refreshing, that neither children nor adults ever need urging to take it as prescribed. 


An LUCOZADE 
improved form of glucose therapy 


LUCOZADE LTD*+ GT. WEST ROAD ®*+ BRENTFORD ®* MIDDX 
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Fig. 1 








Fig. 2 


Scald of head and neck 


I1$TH NOVEMBER. § p.m. (C. W.), aged 2, scalded neck 
and scalp with hot soup. First Aid dressing of Sodii 
Bicarb. and unsterile cotton-wool applied. 


7.50 P.M. Admitted to Hospital. General condition: An 
apparently healthy child ; not shocked. Local condition : 
Blister burns of all occipital region. Deeper scalding of all 
the back of the neck with much edema. (Fig. 1.) 


8.10 p.m. Given Omnopon gr. 1/15th and Scopolamine 
gr 1/600th. 


9.10 P.M. PLENARY TREATMENT. Routine bacteriological 
swab taken. Hair cut short. Burnt area cleaned with 1% 
Cetavion and dressed with Penicillin cream (400 units per 
gramme), gauze, cotton-wool, crepe bandages, and im- 
mobilized in Gypsona P.O.P. (Fig. 2 


17TH NOVEMBER. Report from laboratory that Group A 
haemolytic streptococci had been cultured from swab taken 
on admission. Clinical condition satisfactory. 


18TH NOVEMBER Re-dressed with Penicillin cream 
Gypsona P.O.P. applied over dressings to keep them per- 
fectly in place, thereby lessening the risk of the fis spread- 
ing to other cases in the ward. Dressings repeated at two- 
day intervals until H.S. were temporarily eliminated. 


PROGRESS. Swabs taken from scalp and neck during the 
next six weeks grew H.S. intermittently. Dressings with 
Penicillin cream were continued at frequent intervals. Final 
heali was delayed by the development of dermatitis and 
the difficulty of completely eliminating H.S. in the presence 
of penicillinase producing staphylococci. 


26TH JANUARY. Patient discharged soundly healed. 
FOLLOW-UP. Seen in follow-up clinic several times until 


14th December, when a final review showed a satisfactory 
result. (Fig. 3) 


These details and illustrations are of an actua case. T. J. 
Smith & Nephew, Ltd., of Hull, publish this instance—typical 
of many—in which their products have been used with success. 


Fig. 3 


GYPSONA PLASTER OF PARIS BANDAGES arc 
quick-setting and ready for immediate use 
They are supplied in widths of 2°, 3°, 4° 
6" x 3 yds., 3", 4°, 6" x 4 yd. 

lengths. Gypsona is also 

available in ready-cut 

slabs and in rolls of 

wide material. 


GYPSONA i; a product of T. J. SMITH & NEPHEW, LTD., HULL 
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For early control of 


urinary infections 





ARLY control of urinary infection is the 

characteristic response to ‘Mandamine’ 

therapy. ‘ Mandamine’ is effective against 

a wide range of organisms commonly en- 

countered in urinary infections, and it may 

be administered over prolonged periods 

without risk of the development of drug 

“ resistance. It rarely gives rise to toxic 

SIX DISTINCT ADVANTAGES effects and is not cumulative in action. The 

convenience and simplicity of ‘ Mandamine’ 

therapy are in the interest of doctor and 
patient alike. 


1 No gastric upset 
2 No fluid regulation 


3 No dietary restriction 





4 No accessory acidification DOSAGE: 3 to 4 tablets t.i.d. Each enteric-coated 
5 Simple oral dosage tablet contains 0-25 g. (3} gr.) methenamine 


6 Wide range of antibacterial action mandelate 


*“MANDAMINE’ 


MENLEY & JAMES, LTD., 123 COLDHARBOUR LANE, LONDON, S.E.5 


© Mandamine’ is the registered trade mark of Nepera Chemical Co., Inc., New York 
* Mandamine’ is known outside Great Britain as ‘ Mandelamine’ 
M2F 
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.o oe Saefyfrorte. 
For Physiologicai Surgical and Orthopzdic Use 


Cam , Surgical Supports and Belts (equipped with Precision-fitting Adjustments) 
are fitted and suppiied by Authorized Camp Dispensers to Hospitals and other 
Medical Centres throughout the country. 


Comp Supports Reference Book 


ore designed for use for 
in the treatment of Physicians and Surgeons 


physical disability deformity vease Pp available tost free 
or disease on request 


S. H. CAMP & COMPANY, LTD., 19 Hanover Square, LONDON, W. 1! 
+ ——— Telephone: MAYfair 8575 (4 lines) — 



































” al Dor 
Practitioners are sometimes in doubt RHEUMATISM . GOUT - ARTHRITIS 


whether a preparation may be prescribed 


on Ferm ECHO. FIBROSITIS - CYSTITIS - PYELITIS 


FOR SUCCESSFUL 


TACTAGOL| Liuromil 


@ Diuromil has twice the solvent power of 


MAY BE PRESCRIBED Piperazine. 
@ Restores acid base equilibrium. 


on Form E.C.10 when * . the underlying cause of the uric 
atest iathesis. 


circumstances justify e “Mabie”, dissolves, eliminates Uric 
cid. 


@ Prevents precipitation of Uric Acid. 
@ Non-toxic— Non-irritating. 


Samples are always available for clinical Literature and samples gladly 
trial. sent on request. 


LACTAGOL LTD. PHARMAX LIMITED 


LONDON ROAD, MITCHAM, SURREY —~ The Organ Works, Old Hill, 
aa) Chislehurst, Kent. 
~ 
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Vatrition in Ol - = 

Many elderly people tend to develop some degree of nutritional disorder: this 
may be due to faulty absorption caused by digestive trouble, or to a badly 
balanced diet in the case of some who live alone. 

In such cases, where there is a suspected shortage of the B, vitamins, the deficiency 
may easily be made good by giving Marmite yeast extract, which supplies riboflavin 
(1.5 mg. per oz.) nicotinic acid (16.5 mg. per oz.) as well as the less well known 
factors. Within the limits of the amount consumed, Marmite is also a useful 


source of pre-digested protein. 


—, 


MARMITE 
om yeast extract 
4 


. contains = J 
RIBOFLAVIN (vitomin B.) 1.5 mg. per oz. NIACIN (nicotinic acid) 16.5 mg. per oz 
Jars: |-oz. 8d., 2-oz. 1/1, 4-02. 2/-, B-oz. 3:3, 16-0z. 5.9. Obtainable from Chemists and Grocers 
Special terms for packs for hospitals, welfare centres and schools 
THE MARMITE FOOD EXTRACT CO., LTD., 35 Seething Lane, LONDON, E.C.3 


ese Literature on request 





Variban 


ELASTIC PLASTER BANDAGES 


Variban Elastic Plaster 
Bandages are now recognised 
as the most successful in the 
treatment of Varicose condi- 
tions of the leg. They are also 
indicated for Strains, Fractures 
and general orthopeedic cases. 


CUXSON, GERRARD & CO., LTD. 


MANUFACTURING CHEMISTS - OLDBURY ~- BIRMINGHAM 
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A 

Calamine-type 
Lotion containing 
‘Benadryl’ 


*“CALADRYL’ is a smooth, creamy lotion containing 
1 per cent. of the anti-histamine and anti-pruritic agent, 
* Benadryl,” together with calamine, camphor and 
glycerin. The lotion has emollient properties but is 
non-greasy. 
*“CALADRYL’ is effective in allaying the burning and 
irritation of sunburn and in relieving itching due to 
insect bites. It also relieves pruritus associated with 
urticaria, dermatitis, minor skin affections, measles and 
chicken-pox, and is indicated in all forms of cosmetic 
allergy. 
For INFANTS ‘Caladryl* may be used for napkin- 
rash and teething-rash. 

In small and 80 fluid ounce bottles 


PARKE, DAVIS & CO. 


HOUNSLOW, MIDDLESEX Tel. : HOUnslow 2361 Inc. U.S.A., Liability Lid 
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APATHY or listlessness are 
symptoms commonly 
observed in debility states 
but, despite clinical tests, 
the cause often remains 
obscure. These are the 
circumstances in which 
the possibility of condi- 


tioned B-avitaminosis 





should be considered. 

A preparation containing 
all B-Complex factors, 
‘BEPLEX’ will speedily 
resolve doubts on the 
vitamin 2tiology of 
symptoms, and restore 
any deficiencies that 


have arisen. 


. Beplex : Capsules 


Trade Mark 


JOHN WYETH & BROTHER LIMITED, 
CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 
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The Original and Standard 


Emulsion of Petroleum 


Angier’s Emulsion is made with 
petroleum purified for 
internal It is the original 
petroleum emulsion—the result of 
many years of careful research and 
experiment. There is a vast amount 


specially 
use. 


of evidence of the most positive 
character proving the efficacy of 
Angier’s in sub-acute and chronic 


cough, facilitates expectoration and 
allays inflammation, but it likewise 
improves nutrition and effectually 
overcomes the constitutional debil- 
ity so frequently associated with 
these Bronchial patients 
are nearly always with 
this emulsion, and often comment 
“‘ comforting ” 


cases. 


pleased 


upon its soothing, 
effects. 


bronchitis. It not only relieves the 


Angier’s Emulsion 


THE ANGIER CHEMICAL COMPANY, LIMITED, 86 CLERKENWELL ROAD, LONDON, 8.0.1 



































ELIXIR GABAIL 


The Ideal Sedative in 
All Nervous Affections 


Evie GABAIL combines the sedative action of Bromide and Chloral Hydrate 
with the nervine and anti-spasmodic deodorised Valerianate. Pharmaceutically 
it is as pleasant and palatable as it is efficacious from the therapeutic stand- 
point, the disagreeable odour and flavour of the Valerian having been com- 
pletely removed without in any way impairing its medicinal value. 

In Hysteria and Psychasthenia it relieves nervous excitement and produces 
a calm state of mind that is conducive to rapid recovery. It is also of 
value in states of temporary emotional excitement, in Hypochondriasis and 


Melancholia. 
Dosacs: One tablespoonful in water twice or thrice daily. 
As a hypnotic: Two tablespoonfuls at bedtime. 
Supplied in bottles of 187 c.c., and 16 oz., also in Dispensing Packs of 40 oz. and 80 oz. 


THE ANGLO-FRENCH DRUG CO. LTD. 
u-12 GUILFORD STREET _ :: LONDON, W.C.1 














THE PRACTITIONER 











When Breast-Feeding Fails 


Young Mothers do not always realise 
that, when breast-milk fails—or baby 
is not thriving—FRESH cow’s milk is 
always available. 


Liquid cow’s milk ts Nature’s finest substitute for breast-feeding. 
MODIFIED with a little of Sister Lauras Food, cow's milk (undiluted) 
is completely digestible by the youngest and most delicate infant. 

Sister Lauras Food, a simple cereal product, breaks up the casein—which is so 
valuable for tissue building—and all the mineral and vitamin content of the milk is 
unimpaired. 

That is why so many Doctors recommend FRESH COW’S MILK, modified with 
Sister Lauras Food. 


FREE PROFESSIONAL SAMPLES, sufficient for a 
good trial with your difficult babies, are available to 7 —_— 
Members of the Medical Profession. Write to Sister From all Chemists 
Lauras Food Co. Ltd. (Dept. PRA/32), Springfield 
Works, Bishopbriggs, Nr. Glasgow. 2 4 


SISTER LAURAS FOOD 


MODIFIES FRESH MILK FOR BABIES 





Whether the individual requirements of the 
diabetic patient call for prompt action or 
prolonged effect, corfident control of carbo- 
hydrate metabolism can be achieved with 
one of the A.B. Insulins. 


INSULIN A.B. The original unmodified type. 
Immediately effective but acting tor a relatively 
short time. 

5 and 10 c.c. vials (20, 40 and 80 units per c.c.) 


GLOBIN INSULIN (with Zinc) A.B. A combina- 
tion of insulin and globin which has a slower and 

more prolonged action than Insulin A.B 
5 c.c. vials (40 and 80 units per c.c.) 


PROTAMINE ZINC INSULIN A.B. A suspension 
of insulin precipitated by protamine which is 
absorbed slowly, thus delaying the initial action 
and prolonging the effect for 12 hours and 


upwards 
INSULIN A.B. 5 c.c. vials (40 and 80 units per c.c.) 
10 c.c. vials (40 units per c.c.) 


TRADE =—s MARK 


loint Licensees and Manufacturers :- 
ALLEN & HANBURYS LTD. : THC BRITISH DRUG HOUSES LTD. 
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REGO 


ANTACID LUBRICANT 


A pleasant and effective combination of ‘ MILK 
OF MAGNESIA’ with a specially selected grade 
of MEDICINAL PARAFFIN, Particularly in- 
dicated in the treatment of chronic constipation 
and hyperacidity of the stomach due to disorder 


of the alimentary tract. 


‘MIL-PAR’ neutralizes excess gastric acidity 
and checks the development of acid conditions in 
the food waste. Mixing freely with the faecal mass 
it renders it soft and pliable and lubricates the 
intestinal tract without formation of oily pools and 


subsequent rectal leakage. 


May freely be employed during convalescence 
from operation or protracted illness, for infants and 


children, expectant and nursing mothers. 


SUPPLIES ARE LIMITED BUT SUFFICIENT STOCKS 
ARE AVAILABLE FOR DISCRIMINATE PRESCRIPTION 


Me CharH. Puilipsthemial Co Lb 
1, WARPLE WAY, LONDON, W.3 


Cowes d 








‘Milk of Megnesia’ ts the trade mark of Phillips’ preparation of magnesia 
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CROOKES 


Lacto-Calamine 


presents high-grade colloidal calamine of exceptional covering and protective 


power, in a specially evolved lotion base. Thanks to its semi-emollient qualities 
wt avoids the drying effects of ordinary calamine yet, being non-greasy, it clings 


without cloying to the normal surface of the skin. IN SKIN CONDITIONS, 


from acne to urticaria, prescribed when a mildly stimulating yet soothing applica- 
tion is needed. For chapped skin, sore nipples and itching conditions in general 
For ROUTINE USI Invaluable against sunburn, excessive sunshine and cold, 
dry winds. IN THE NURSERY Against chafing and teething rashes. 


PACKINGS : Available in 4 oz. bottles and also supplied as 


a Cream in | oz. tubes and Talcum Powder in sprinkler tins 





THE CROOKES LABORATORIES LIMITED PARK ROYAL LONDON N.W.10 
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“dl Just as the essentials of life are 
a carried in ever-increasing amounts 
lai a ' on the arterials to all parts of the 
\ country, so nutriment for the foetus 
is conveyed by the placenta and 
cord. The health of the mother, 
and the closely associated health 


of the foetus, is dependent on 
supplies of all the necessary food 
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factors. 

Where there is danger of nutri- 
tional anaemia due to deficiency 
in the diet, Cow & Gate 
PRENATALAC or HEMOLAC Full 
Cream Milk Foods with added iron 
and Vitamin D are an essential 
part of the maternal diet. 

These products ensure that the mother and the foetus are receiving their 


iron ration. 











Details of these products will be 
sent on request to the Medical and 
Research Department. 


COW & GATE MILK FOODS 


Cow & Gate Ltd., Guildford, Surrey 
4654 
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DIARRHCEA 
DYSPEPSIA 
FLATULENCE 
METEORISM 


are often due to abnormal fermentation resulting 
from the increase of Gram-positive intestinal 


flora. 


ALLISATIN 


absorbs intestinal toxins and suppresses the 
pathological flora without affecting the Gram- 


negative micro-organisms necessary for digestion. 


Dosage: 3-5 tablets, 3 times daily 


§ 


\ 
SANDOZ 


Sandoz Products Limited 


134, Wigmore Street London, W’.1 
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STERATHAL 


( phthalyl Sulphacetamide) 


for 
SUMMER DIARRHOEA 
The activity of this new virtually non-toxic sulphonamide is 
exerted in the intestinal tract—blood levels, following oral 
administration, being undetectable. 
Supplied as 0.5 gm. tablets. A palatable liquid preparation 
especially for children will be available shortly. Physicians are 


invited to write for samples. 


PENOTRANE 
(Phenylmercuric Dinaphthylmethane Disulphonate) 
for 
ATHLETE’S FOOT 


A potent fungicide and bactericide with unique powers of 
penetration and concentration within the tissues. 
Treatment consists of applying Penotrane as a water-miscible 


cream or painting with the tincture. 


WARD BLENKINSOP & CO. LTD. 


6 HENRIETTA PLACE, LONDON, W.1 


Telephone: LANgham 3185 Telegrams: Duochem, Wesdo, London 
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ANALGESIA 


with 


“NOVALGIN’ 


Trade Mark. Brand of 
NYNALGIN 


Many practitioners will welcome the return 

of * Novalgin’. Its powerful analgesic 

action is well demonstrated in rheumatoid 

arthritis, muscular rheumatism, sciatica and 

neuritis. *‘ Novalgin’ is a derivative of amidopyrine, 
and is available in five-grain tablets and in 2 ml. ampoules. 
Medical literature will gladly be sent on request. 


BAYER PRODUCTS LIMITED 
AFRICA HOUSE KINGSWAY, W.C.2 (HOL. 8730) 
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CO-OPERATION is quickly established between 
young patient and doctor when GLUCOVITE 


is the tonic prescribed. 
Its delicious flavour and attractive appearance 


are universally popular with children (and, it 
might not be out of place to say, with adults, 


too !). 
Adherence to the dosage time-table, so im 
tant in tonic therapy, thus presents no proble ot 


GLUCOVITE combines vitamins A & D with 
glycerophosphates of manganese, sodium and 
potassium and ferric pyrophosphate in a deliciously 
alatable elixir. It has long been a firm 
avourite with doctors who have experienced its 
high acceptability and therapeutic effectiveness. 


Clinical samples and literature 
gladly, on request. 


GLUCOVITE 


TONIC ELIXIR 


Vitamins A & D with glycerophosphates and iron. 


HOUGH HOSEASON & CO. LTD * CHAPEL STREET - MANCHESTER 19 
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OPINION is unanimous on the 
need for acid control in the 
treatment of peptic ulcer. It 
is the action of pepsin in a 
highly acid medium which 
prevents healing and predisposes 
to recurrence. 
This corrosive environment 
can be neutralised instantly by 
*ALUDROX’ therapy, which 
stabilises the stomach contents 


at pH 3.5—4.0, the optimum 





Unanimous 


condition for healing, since 
normal digestion is left 
unimpaired. 

*ALUDROX’ quickly relieves 
pain and in conjunction with a 
bland diet and rest promotes 
rapid healing of the ulcer. 
*“ALUDROX’ is available in 
two forms: an amphoteric 
gel in 6 oz. and 12 oz. bottles 


and as tablets in boxes 


of 60. 


*‘Aludrox’ Aluminium hydroxide gel 


Trade Mark 


JOHN WYETH & BROTHER LIMITED 
CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 
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LEDERLE IN LONDON 





Among the outstanding contributions 
to medical progress from the 

Lederle Laboratories are the introduction 
of aureomycin, teropterin, artane and 
the isolation and synthesis of folic acid. 
These are but some of the notable 
Lederle products, and the medical and 
scientific resources of the world- 
renowned Lederle organisation are now 


offered through Lederle in London. 


‘FOLVITE’ FOLIC ACID 


Where the urgent treatment of an anaemia 
calls for powerful action, the physician 
can rely on ‘FOLVITE’ (Folic Acid 


Lederle) as a potent haematinic. 


*Folvite’ is o Registered Trade Mork. 





LEDERLE LABORATORIES DIVISION 


Cyanamid Roducls Vid 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, WC2. 
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THE MONTH 
IN these days of rampant specialization it cannot be repeated too often that 
the care of the elderly is no specialty. It is an integral part of general 
medicine, and no one is better qualified to look after the 
The elderly than the general practitioner and the general con- 
Symposium sultant. This is a point which comes out again and again 
in our symposium this month. The emphasis may change 
but the underlying principles are the same. In the therapeutic field the 
problem has been modified by the introduction of chemotherapy and 
advances in surgical and anesthetic technique. Perhaps the most important 
change, however, is the increasing proportion of the elderly in the popula- 
tion. This has raised in an acute form the question of when men should 
retire and how best the elderly can usefully be employed, a problem which 
is discussed by Lord Amulree. Even of more practical and immediate 
import to the general practitioner in these days of housing and servant 
shortage is the problem of the care of the elderly sick and infirm. Although 


this problem is far from solved, much has been done in the matter, but the 
facilities available are not generally known. It is for this reason that we have 
included an article on “The Facilities Available for the Care of the Elderly’, 
which provides full information on this subject. 


Ir is an appalling commentary upon the efficiency of the much vaunted 
National Health Service that, according to a provincial morning newspaper, 
the Minister of Health has informed a local correspondent 
The that ‘the present TB rate was the biggest plague for 200 
Tuberculosis years, but regretted that he had no money or nurses to 
Tragedy spare’. ‘The situation is indeed desperate, with the waiting 
list for admission to tuberculosis sanatoria now over 
11,000. What is incomprehensible to practitioners is that the responsible 
Minister can make such a statement as this when in one year he spent 
practically {50,000,000 on dental services, and {25,000,000 on the sup- 
plementary ophthalmic service, not to mention over £300,000 on hearing 
aids, £125,000 on wigs, and {500,000 on advertising in the press for 
vacancies on hospital staffs for non-teaching hospitals in England and 
Wales. 
An article in The Spectator (July 7, 1950) draws attention to one way in 
which the tuberculosis waiting list can be partially reduced without any 
additional nurses. At the moment there are 1000 vacant sanatoria beds in 
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Switzerland. If the Minister of Health would renew under the N.H.S. the 
grants at one time made by Local Authorities to patients undergoing treat- 
ment in Swiss sanatoria, then these beds could be filled tomorrow. An 
annual expenditure of {£500,000 would allow every bed to be filled im- 
mediately at a grant per patient of {10 per week. As is evident from the 
article on ‘Swiss Sanatoria’ published in this issue (p. 176), the standards 
of these sanatoria are well maintained. The Swiss sanatorium authorities 
would welcome such an arrangement as that proposed in The Spectator. 
On both humanitarian and medical grounds there is everything to be said 
for it. It is now for the Minister of Health to take the necessary steps—and 
quickly. After all, his colleague at the Treasury can speak from personal 
experience of the advantages of medical treatment in Switzerland. 


ACCORDING to a report in The New York Times, Dr. L. R. Dragstedt and his 
colleagues at the University of Chicago ‘have discovered an entirely new 
endocrine gland’ in the antrum of the stomach. Removal of 

A New the antrum resulted in cessation of secretion of gastric juice, 
Endocrine whilst transplantation of the antrum to the large intestine or 
Gland? the duodenum was followed by ‘abundant’ secretion of gastric 
juice. An even more interesting observation was that ‘the 

flow of gastric juice caused by the transplanted antrum also caused ulcers’. 
These findings, which were made in dogs, suggest that a big advance has 
been made in our knowledge of gastric physiology and therefore of the 


etiology of peptic ulcers. They fit in well with our present knowledge of 
gastrin, and the full report on these experiments will be awaited with keen 
interest. The growing incidence of peptic ulceration has made it one of the 
major maladies of western civilization, and it has become increasingly 
evident that no real advance in therapy is possible until we have a more com- 
plete knowledge of the physiology of the stomach. Dr. Dragstedt’s latest 
findings may well provide the elusive clue for which we have been searching. 


Proressor Bradford Hill’s report (British Medical Journal, July 1, 1950, 
p. 1) on the apparent correlation between poliomyelitis and recent inocula- 
tions of A.P.T., either alone or with pertussis antigens, 

The in young children, brings to the fore a problem which has 
Poliomyelitis been worrying public health authorities for some little 
Problem _ time. The evidence is certainly impressive, and it is to be 
hoped that steps have already been taken to ensure that all 

the relevant data from the current poliomyelitis season will be available for 
full analysis in the autumn, so that the thesis can either be confirmed or 
otherwise. Meanwhile, the most important step is that the general public 
should be reassured. It would be a major tragedy if the widespread con- 
fidence in immunization against diphtheria which has been built up during 
the last ten years should be dissipated by irresponsible propaganda by the 
small, but vocal, section of the community which proselytizes against such 





THE MONTH 109 


essential public health measures as vaccination and immunization, or by 
indiscreet remarks by members of the medical profession. Individual 
practitioners must clearly use their own discrimination in deciding what is 
the best advice to give in any individual case. The correct general advice 
would appear to be that, whenever possible, inoculations should not be given 
to children during the poliomyelitis season, i.e. between May and October— 
or even later should the incidence of poliomyelitis persist at a high level 
as it did last year. 


Tosacco has so often been inveighed against that mere doctors must be 
forgiven if they are somewhat sceptical about any statements on the subject. 
Popes have issued edicts against it, and one of James I’s claims 
Tobacco to fame is his wonderful ‘Counterblasts to Tobacco’ in which 
and he described smoking as ‘a custom loathsome to the eye, hateful 
Cancer to the nose, harmful to the brain, dangerous to the lungs. . . 
resembling the horrible Stygian smoke of the pit that is bottom- 
less’. Yet it has maintained its supremacy as one of the pleasures of life in 
many parts of the world, including the whole of the western hemisphere. 
The latest onslaught by the statisticians, however, is one of the most 
formidable so far launched. According to American workers (Journal of 
the American Medical Association, May 27, 1950, 143, 329, 336), James I 
was correct in at least one of his indictments: that tobacco is ‘dangerous 
to the lungs’! The thesis, in brief, is that ‘excessive and prolonged use of 
tobacco, especially cigarets, seems to be an important factor in the induction 
of bronchogenic carcinoma’. What makes this indictment more impressive 
is that there appears to be some evidence to the same effect in this country. 
This accumulating evidence obviously demands careful attention, but it is 
imperative to maintain a sense of proportion in a question such as this 
which involves a custom of such long standing as smoking. The need for 
caution is particularly necessary when dealing with the problem of 
malignant disease. There are too many ‘unknowns’ involved to justify 
anything like dogmatism. Not only are we unaware of the cause of cancer, 
but tobacco as smoked is not a simple substance and there is the added 
complication of the effect of the heat produced in smoking. Once again the 
useful Scottish legal verdict of ‘not proven’ is the correct attitude to adopt 
while the experts probe more deeply into the mystery. 


In these days when, according to a certain section of the populace, to say 
boo to a goose is to maim it psychologically for life, it is inevitable that a 
fair amount of nonsense should be talked on the subject of 

Corporal corporal punishment. No one will deny that in the past 
Punishment corporal punishment was carried to excess in many schools, 
but to claim that corporal punishment should be forbidden 

in schools simply displays a complete ignorance of human nature. The new 
code of regulations governing corporal punishment in schools just issued by 
the Middlesex County Education Committee is a good example of the con- 
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fusion of thought on the subject. So far as can be made out from press 
accounts it is inherently sound, as would be expected from one of the most 
progressive local authorities in the country, but one section will puzzle many 
doctors. According to The Manchester Guardian, “The code also prescribes 
that any forms of correction which would be likely to affect adversely the 
mental or physical development of the child, such as boxing the ears, strik- 
ing on the head, or rapping the knuckles, are prohibited’. Boxing of the 
ears? Yes, there are possibilities of harm being done, although it would be 
interesting to know how many of us with normal hearing never had our 
ears boxed. But what effect has rapping of the knuckles on mental or physical 
development? Perhaps some day an enterprising statistician will be able to 
prove that the high incidence of illegible calligraphy among doctors is due 
to the excessively frequent rapping of their knuckles that was found 
necessary while they were at school. 


It is traditionally reported that the proprietor of the leading salon in a wild 
west mining town found it necessary to put up the notice ‘Please do not 
shoot the pianist: he is doing his best’. As a sportsman he had no 
Don’t wish to discourage the playful habits of his fellow citizens, but 
Shoot as a business man he was anxious to preserve an asset that would 
the be hard to replace. The Editors of The Practitioner welcome 
Pianist criticism from readers, but they would ask them to shoot at the 
Editors and not at the contributors, and to shoot straight. The 
abusive postcard hurts no one, for the warped mentality that prompted it 
calls for pity rather than anger; it also benefits no one. The writer on 
obesity, anxious to help those who are willing to help themselves, must 
start with the simple equation that an excess of intake over expenditure in- 
evitably leads to accumulation. He can only feel sorry for the unrepentant 
glutton, who tells him that he is an ‘ignorant ass’ because she ‘does not eat 
enough to keep a canary alive’ and yet continues to put on weight. Some 
canary! The physician who is called a mercenary charlatan by some frus- 
trated pharmacist because he has discussed the difficulties of prescribing 
and dispensing, knows at any rate that he has hit one bullseye and got under 
somebody's skin, and can therefore surmise that he has probably helped 
hundreds less complacent. ‘The psychology of anonymous letter writing 1s 
an interesting study. The writer of the offensive postcard is prompted by 
very much the same motives as the scribbler of smutty rhymes on lavatory 
walls—a compulsion combined with a sense of guilt, an overmastering desire 
to indulge some base emotions without the courage to accept responsibility 
for the indulgence. All normal men long to utter the smart phrase, the 
telling rejoinder. We think as we go to bed of the witty phrase that might 
have put the previous speaker at the dinner in his place, of the cutting re- 
tort we should have made to the man who was rude to us in the bus, but if 
we are reasonably adjusted, we do not feel the compulsion to snipe at 
strangers from behind cover. 





THE EMPLOYMENT OF ELDERLY WORKERS 


By LORD AMULREE, M.D., F.R.C.P. 
Assistant Physician, University College Hospital. 


Unper the National Insurance Act it has been decided that the age at which 
a person becomes entitled to a retirement pension is sixty for women and 
sixty-five for men. This seems to give the seal of official approval to the 
compulsory retirement of all workers when that age is reached. It has, 
however, long been known that many people never seem to give up working 
at all: the agricultural worker continues with his regular day to day work on 
the farm; many private firms, some of great size, make a point of never dis- 
missing an employee who wishes still to earn a living; whilst the work of the 
housewife knows of no retirement. Since it is clear that many people do 
continue to work until well over the official retiring age, it is worth while 
considering whether more can continue to be employed in such a way that 
they still contribute to the national wealth, and, secondly, whether em- 
ployment is to their advantage or not. 

At the present time there are more than five million persons over the 
age of sixty-five in the country, and it is estimated that by 1980 this figure 
will have increased to over seven million. If women between sixty and 
sixty-five are included, it can be said that whereas in 1949, 13.5 per cent. of 
the population was of pensionable age, by 1980 this proportion will have 
increased to over 20 per cent.; in other words, one person in every five of 
the population will be eligible for a pension. At the same time the raising of 
the school age to sixteen will change a number of wage earners into wage 
consumers. It is therefore clear that an increasing burden will be thrown on 
a diminishing number of workers, and the time must come when they will 
be unable to support such a burden. If therefore a means could be found of 
continuing to employ some of these elderly workers, who are willing to 
continue to work, it would be of great assistance to the country. 

There is no great encouragement to the elderly worker to remain at his 
work. On retirement at the age of sixty-five a man becomes entitled to a 
retirement pension of 26s. a week, or 42s. for a married couple. The National 
Assistance Board will make a supplementary grant to cover rent and extra 
expenses to pensioners who have no means of support other than their 
pension. It must be accepted that few elderly persons can live on their 
pension alone. If a pensioner wishes to work he must not be in any regular 
employment and must not earn more than {1 a week: for every shilling 
earned over this sum, one shilling is deducted from the pension. As a 
recompense, however, for each 26 weekly contributions paid by the worker 
between the ages of sixty-five and seventy, he will receive an additional 
shilling a week when he retires or reaches the age of seventy. After the age 
of seventy no deduction is made from the pension, no matter how much a 
man may earn. If therefore an elderly man decides to remain in employment 
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for five years after reaching the age of sixty-five, he will receive, at the age of 
seventy, a pension of 36s. a week compared with the 26s. a week he would 
have received if he had not continued to work. 


STATISTICAL SURVEY 


Whilst it is generally accepted that a considerable number of elderly workers 
remain in employment—the 1931 census showed that nearly one-half of the 
men of over sixty-five were still at work—very little is known either of how 
long these elderly people remained at work or of what type of work was 
best suited to them. It is clearly easier for a skilled craftsman to remain at 
his craft than for an unskilled man to remain at his job, for which health 
and strength are the main essentials. During the last war a Survey Com- 
mittee, under the chairmanship of Seebohm Rowntree, carried out an in- 
vestigation and published their findings in a Report, ‘Old People’, issued in 
1947. One of the sections of this Report dealt with the old in employment 
and stated that ‘the core of the modern problem is how to retain elderly 
workers in industry’. The survey was conducted during the last year of the 
war, at a time when a high proportion of the elderly were working. The 
inquiries in the areas covered by the Report showed that between 54 per 
cent. in Oldham, and 87 per cent. in Wolverhampton of men of pensionable 
age were still at work. In only one of the areas surveyed, Mid-Rhondda, 
was the proportion low. Here the main occupation is coal mining, an un- 
suitable occupation for the elderly, and it was not perhaps surprising that 
here only 25 per cent. of the elderly were in employment. 

In an attempt to assess the value of the elderly as workers the Committee 
made inquiries of 455 firms who between them employed 13,500 men and 
2,340 women of over pensionable age. From the answers received it was 
seen that in over three-quarters of these firms the elderly worker earned the 
same wage as the other workers, and in only one-tenth of the firms was the 
rate of absenteeism, mainly due to sickness, higher among the elderly than 
among the rest of the workers. Eighty-five per cent. of the firms made no 
special welfare arrangements for the care of their elderly workers, and sub- 
stantially over 60 per cent. of the workers did not need to change their 
occupation with advancing age. Against this last figure is the fact that con- 
siderably over 40 per cent. of the unskilled workers had taken on lighter 
jobs. These included work as warehousemen, storekeepers, cleaners, and the 
like, as well as some semi-skilled joinery and light assembly work. 

Similar experience has been found in America, where the census data 
indicate that from 1890 to 1940 the percentage of older people among the 
employable population has risen by about 25 per cent. A survey under- 
taken on ‘several hundred semi-skilled workers’ led the investigators to 
state that the ‘abilities of the older workers are comparable to those of 
younger ones in speed tasks which involve neither precision nor complex 
mental processes, and in tasks which involve familiar materials and opera- 
tions’. 





EMPLOYMENT OF ELDERLY WORKERS II3 


ADAPTATION TO NEW OCCUPATIONS 


It is widely accepted that it is not possible for elderly persons to adopt 
new occupations, as they cannot learn new processes. This opinion is now 
being proved to be very far from the truth. In a few hospitals that have in 
their beds a large number of elderly patients, the so-called chronic sick 
hospitals, an occupational therapy department has been opened. Patients are 
encouraged, but not forced, to take up some new occupation—rug-making, 
weaving, leather work, basket-making, and the like—and a large number do 
so. Recent experience has shown that not only do more patients, in a very 
short time, wish to take part in such work than the department can possibly 
accommodate, or the therapists undertake to supervise, but the quality of the 
work is in many instances excellent. No age seems too great to start a new 
craft: one man of eighty-seven, who had been bedridden for many years with 
arthritis, now spends a large amount of the day sitting in a chair happily 
making simple rugs. The effect on the morale of these patients is striking, 
and the only limiting factor to the wide development of such a venture 
seems to be the supply of trained therapists, which is small, and the ultimate 
difficulty of disposing of the goods made. 

In the early days this is easy: friends and relatives will buy, and an ex- 
hibition stand in the main hall of the hospital will attract some purchasers. 
In one hospital some of the furnishings of a new nurses’ home are being 
made by the patients. But to place such a scheme on a really permanent 
basis some regular constant market must be available. It should be possible 
to arrange with a business firm to deliver a constant supply of some simple 
article which could be made by these patients. The type of goods could be 
decided after discussion with the occupational therapist, and, provided the 
demand for the goods manufactured did not fall off, the market could be 
kept supplied indefinitely. More than one hospital could be in the combine; 
probably the larger number of people employed the smaller would be the 
overhead costs. The scheme could also be extended to include out-patients, 
who would attend at the department to work, as often as they thought fit. 
The fact that some patients would take longer than others to complete an 
article, and that some would take a very long time, is not material, as the 
market would be a constant one and able to absorb as much or as little as 
was presented to it. 

The effect of such a scheme on elderly patients would be remarkable: 
they would once more be earning money and contributing something to the 
world; the sense of uselessness and unwantedness would leave them. In time 
it might be possible for some quite substantial trade, which did not require 
great skill or strength for its carrying out, to rest in the hands of the elderly 
and sick, whilst the younger, more active, workers would undertake the 
more strenuous occupations. 


An industrial experiment has recently been started in which about a dozen 
elderly employees of a large industrial firm in the Midlands have been set new, 
semi-skilled tasks to do. The age of the men selected for this experiment varies from 
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sixty-seven to eighty-three, and only one of the men is working at the same job as 
before. The men were not chosen for their particular adaptability ; indeed some were 
deliberately removed by the Labour Manager from former jobs because they seemed 
to be misfits. The men work in a building separate from the main factory, where the 
only concession to age is that they are allowed to start work one hour later than the 
other employees. During the nine months that the experiment has been running it 
has showed itself a success ; the men work well, they enjoy being together as a team, 
and the cost has not proved to be uneconomic. 

Experience of this sort is valuable, and it may be possible in the future to 
assign more of the light, semi-skilled jobs to the elderly employees, leaving 
to the younger men the heavy tasks to which they are best suited. If industry 
were to evolve in this way, it would make the problem of the change-over 
from heavy to light work much easier of solution, for it would soon become 
a matter of routine that at a certain age an employee should change his work. 


ROUTINE MEDICAL EXAMINATION 


It is advisable to carry out a medical examination of all workers whom it is 
proposed to employ after they have reached retiring age, in order to decide 
what work is most suitable in the individual case. In the past this examina- 
tion has usually been carried out by a general practitioner, but it is of 
advantage if an Industrial Medical Officer can conduct it, for he knows more 
about the conditions that exist in a factory. In one firm in the Midlands this 
is carried out by the Industrial Medical Officer attached to the firm. As a 
routine he examines any employee who reaches the age of sixty: the ex- 
amination includes an X-ray of the chest and an electrocardiogram. Some of 
the workers were inclined to be suspicious of this examination, which they 
thought was carried out in order to discriminate against them. After the 
first examination a periodic check should be kept on the elderly worker: it 
is not usually necessary to carry out a full examination on each occasion, for 
this tends to make the subject apprehensive. In the experience of this 
medical officer the defects most usually found are hernia and cardiovascular 
conditions. The former should be left alone unless they are very large; the 
results of operation in such workers are not good. The outlook in most 
cardiovascular conditions appears to be better than was formerly expected. 
CONCLUSION 
Elderly workers should not be made to feel that the usual conditions of 
work are being too obviously altered for their benefit. It is better that small 
concessions be made; for example, allowing the elderly worker to arrive at 
work a little late and to leave a little early to avoid the rush hours, which do 
not draw attention too obviously to his advancing years and lessening powers. 
It is more difficult to find work for the elderly worker who has left his 
employment than for one who merely needs a change. And most difficult of 
all is it to find a new job for the elderly man or woman of the executive or 
managerial grade. To maintain them in the high post they occupied at re- 
tirement would be to deprive a younger person of promotion, and it is 
difficult for a senior man to accept a post of lessened responsibility. 





THE AGEING HEART 


By PAUL C. GIBSON, M.D., M.R.C.P. 
Physician, Torbay Hospital. 


T. S. Extot in his poem ‘Gerontion’ gives an impressive description of 
senility. It is a picture of utter defeat. It is a disease that begins with amiable 
acceptance of the idea that the old have had their day so that when retire- 
ment comes the busy man is glad to leave his business to spend the rest of 
his life in ease and amusement. With no imperative duties and nothing 
much to look forward to he potters about and lives in the past; from disuse 
his faculties soon begin to atrophy and this attitude becomes fixed into an 
irreversible change. Fortunately it is not as yet a common disease, but 
under the increasing stress of over-population and Marxian principles it 
may become so. That it is largely avoidable is the justification for geriatrics. 
This attitude to old age is based on a false assumption; that the battle is for 
the strong is only true of the jungle. If we believe that life is the expression 
of a purpose, fulfilled in many ways, in which the young, the middle-aged 
and the old all have their part to play, the final touches being essential for 
its completion, no one of whatever age need be obsessed by a sense of his 
own futility. Whilst it is desirable that ageing people should respect their 
limitations and be aware of the hazards of old age, the aim of geriatricians 
should be to impress them with their abilities rather than to emphasize 
their disabilities. As abilities depend very largely upon the condition of the 
cardiovascular system, the problem of the ageing heart is of crucial 
importance. 


PATHOLOGY 


In discussing the physical process of ageing it is right that we should dis- 
tinguish between atrophy, the essential change, and arteriosclerosis, which is 
incidental to a long life, but it is with the incidental changes that we shall be 
principally concerned, for they alone are pathological and in any degree 
avoidable. 

Atrophy is the cellular equivalent of ageing. Its effects are complex, for 
atrophy in one tissue may induce changes in another. In the biological 
process of ageing the gradual secession of functions proceeds in an orderly 
way, vital activities being the last to wane. In starvation, too, it is known 
that although the weight of the body falls steadily the heart weight changes 
little. In old age the heart weight in relation to the total body weight is not 
materially altered, but as the old heart atrophies it tends to accumulate fat, 
which partly accounts for this weight; such wasting as does occur will not 
cause the heart to fail, because the rest of the body wastes sooner and 
makes fewer demands upon it. A more important change is loss of elasticity 
in the aorta and its branches, for this imposes an additional strain on the 
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heart. Starling (1915) estimated that in the normal heart go per cent. of the 
energy produced by systole was converted into potential energy by the 
stretching of the aorta and its branches. It is this stored energy that main- 
tains the circulation during diastole and enables the heart to rest for half its 
lifetime. If the aorta were completely rigid the circulation could not be 
maintained during diastole, which would presumably be incompatible with 
life. Short of this a relatively inelastic aorta entails more work for the heart, 
because the pressure within it falls rapidly during diastole, and in order to 
maintain an adequate mean level the systolic pressure must be propor- 
tionately raised. This is a frequent cause of hypertension in old people, and 
it is characterized by a high pulse pressure. 

Arteriosclerosis is much more serious. It is a two-edged sword, for by 
blocking coronary arteries it reduces the amount of effective heart tissue, 
and by increasing peripheral resistance it adds to the heart’s burden. Arterio- 
sclerosis begins at birth and continues throughout life, leaving its trail of 
scars, and the accumulated effects of such scarring are naturally more 
evident in the latter half of life. For old people who have to a great extent 
outlived other liabilities, vascular accidents are the principal hazards of 
living. It is therefore a matter of considerable importance that we should 
approach the problem of the ageing heart with a clear conception of the 
nature of this disease. It is a complex change of which the principal com- 
ponents are atheroma and medial sclerosis. It is atheroma that causes 
myocardial lesions and vascular accidents, and so it is with this that we are 
principally concerned. 

The pathogenesis of atheroma has long been a contentious subject. As 
is usual in such controversies there are two schools of thought which share 
the truth but disagree about the emphasis. According to the most favoured 
theory the prime cause is an intimal change, possibly associated with some 
fault in cholesterin metabolism: according to the other theory the prime 
cause is a blood change. In 1946, Duguid revived the theory expounded by 
Rokitansky in 1852, that the deposit of atheroma cannot be regarded as a 
product of arterial disease but that it is derived from the blood and for the 
most part from fibrin, its formation demonstrating the pre-existence of a 
peculiar crasis of the blood. Duguid (1946) showed that an atheromatous 
ulcer can develop from a mural thrombus, and later (1948) that mural 
thrombosis is a common occurrence in the aorta. Harrison (1948) showed 
that atheroma, in all stages from flecks to the atheromatous ulcer, may be 
induced in rabbits by injecting finely divided fibrin into their ear veins. 
This theory is supported by clinical experience, for clinicians have long 
insisted that only a blood change can explain multiple thrombosis, arterial 
and venous, occurring simultaneously, which is no uncommon experience. 

Endocrine disorders.—Old age may come in a day. We have all heard of 
the person who grew ten years older on hearing bad news. Intense anxiety 
may have a similar though more gradually produced effect. Such occur- 
rences emphasize the fact that senility may be psychogenic; but it may, too, 
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be purely somatic in origin, as in Simmonds’ disease in which, as the result 
of occlusion of the artery supplying the anterior pituitary, the gland atrophies 
and with it the entire endocrine system. This usually occurs in young 
mothers after a stormy labour, and in a matter of months they may be 
reduced from blooming youth to wizened old age. Here we see the ageing 
process acting alone; it does not cause heart failure. 

Throughout life the endocrine system exercises a profound influence over 
somatic activities. It is a phasic influence with its climax in middle age. ‘The 
climacteric is a half-way house which all have to pass, men and women 
alike. It marks the point where reproductive life begins to wane, and this 
involves extensive readjustments in the endocrine system. This endocrine 
disturbance is particularly afflicting to women. Its chief incidence is on the 
vasomotor system, which becomes unbalanced and behaves capriciously. 
The thyroid gland participates in these changes and at this time it may 
become disordered, resulting either in over-activity and thyrotoxicosis, or 
under-activity and myxeedema. Both may have a dire effect on the heart 
without the classical features of the respective diseases. Myxcedema is often 
missed because the changes it induces are so similar and so merged with 
those of ageing: failing memory, slow cerebration and increasing weight are 
all familiar features of senescence. In my experience it is not uncommon. 
During the past five years I have seen five proven cases of myxedema 
heart; four of these were over fifty years of age and two were over sixty. 
This possibility needs constantly to be borne in mind, especially in dealing 
with obscure cases of heart failure in elderly people. 


CLINICAL SIGNS AND SYMPTOMS 


Symptoms.—The symptoms of heart failure are the same at all ages. They 
are apt to be exaggerated by old people. Pain in the chest wall is more often 
due to some fault in the chest wall than to disease in one of the thoracic 
viscera. It is well to remember that the chest wall is composed of bones, 
joints and muscles, all of which tend to ache with increasing frequency as 
age advances. Characteristics that distinguish angina from these other pains 
in the chest are its strict relationship to exertion rather than to particular 
movements and its tendency to radiate beyond the limits of the thorax. 
Anginal pain is not so ominous in old age as in earlier life; after the age of 
seventy it should not be considered surprising if the vascular system begins 
to creak. 

There is no symptom more prone to exaggeration than breathlessness. 
Some imaginative people have only to think of their breathing to become 
breathless, and lone old people left to feed on their symptoms readily become 
a prey to this fear, and with them it often has some organic basis. Periodic 
dyspneea during sleep is not uncommon in old people; it is exaggerated by 
hypnotic drugs. With them it is not necessarily the harbinger of serious 
respiratory failure, although, like angina, it always means some degree of 
local anoxia. 
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In stout elderly people edema of the legs on standing is probably not due 
to heart failure unless it is accompanied by other evidence of heart disease. 
Obesity is often associated with dyspnoea and a quick pulse which increase 
the difficulty of differential diagnosis, but if there is no hypertension and no 
valvular disease and the electrocardiogram is normal it can usually be 
assumed that the heart is relatively sound. The symptoms of old people 
should never be ignored for they are often an expression of fear when there 
is no reason for fear, and if the practitioner is himself convinced of this 
he is better able to reassure his patient. 

Sphygmomanometry.—Blood pressure does not necessarily rise with age. 
If we accept 150/90 mm. Hg as the upper limit of normal, many old people 
would be found to have normal pressures, but the majority would be hyper- 
tensive. In a detailed survey of 55 non-hospitalized residents of an institu- 
tion for old people recorded by Dolgin et al. (1949), 16 had pressures of 
less than 150/90 mm. Hg; the rest were hypertensive in varying degree; 
and Gavey (1949) found that the average blood pressure of 360 patients of 
seventy years and over, drawn from a variety of sources, was 188/102 
mm. Hg. But such statistics merely represent the accumulated hypertensive 
hazards that these old people have encountered in their journey through 
life; they can give no information as to the effect on blood pressure of 
ageing itself. Perhaps the most useful indication of ageing is the pulse 
pressure. In the absence of aortic regurgitation and thyrotoxicosis a pulse 
pressure over 70 suggests an inelastic aorta. Of the cases recorded by Dolgin 
et al., 63 per cent. had pulse pressures over 70. This is the only type of 
hypertension peculiar to ageing; those who reach three score years and ten 
have usually outgrown other hypertensive tendencies. In taking blood 
pressure readings by the auscultatory method the possibility of a silent gap 
must always be remembered. In old people it is not uncommonly found 
that the sounds which are first heard at a high level disappear completely 
and then reappear at a much lower level. In such cases the upper range of 
sounds may be entirely missed and the systolic reading taken at the point of 
their reappearance, which is often considerably lower than the true systolic 
pressure. To obviate this serious error the first reading should be taken by 
palpation at the wrist, and then the pressure in the bag should be raised well 
above this level and the systolic reading taken at the point at which sounds 
are first heard by auscultation. ‘The cause of this phenomenon is obscure, but 
it seems to be associated with senile arterial changes. 

Electrocardiography.—The electrocardiograph reveals the ravages of 
arteriosclerosis more clearly than any other method of investigation. Out 
of 884 private patients examined electrocardiographically since 1936, I 
find that 226 showed gross changes and another 55 with normal electro- 
cardiograms had typical anginal pain. Their age and sex distribution is 
interesting, especially when considered in the light of the age and sex 
distribution of the population of Torquay (fig. 1a). This has been calculated 
from the census in 1931, but I am informed by the Medical Officer of Health 
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for ‘T'orquay that judging from general statistics and birth and death returns 
it is unlikely that there has been any material alteration since then. ‘That 
Torquay is a haven for retired professional and business people is shown by 
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Age and sex distribution (thousands): (A) Torquay; (B) England and Wales 
(Parkes, A. S., Lancet, 1946, i, 913). 
the notable difference in age distribution as compared with that of England 
and Wales (fig. 18). In ‘Torquay there is no diminution in the age-groups 
until after sixty, whereas in the general population there is a steady diminu- 
tion after forty-five. This difference can only be accounted for by an immi- 
gration into Torquay of elderly people. Equally remarkable is the great 
preponderance of women. In the age-group forty-five to forty-nine in 
1935, there were in Torquay 2,004 females to 1,366 males, equivalent to 
147 females per 100 males, whereas for the same group in England and Wales 
the census returns for 1931 show 109 females per 100 males. It is difficult to 
explain this except by assuming that the charm of the place is especially 
appealing to unmarried women. 


’ TYPES OF ARTERIOSCLEROTIC HEART DISEASE 
In my analysis of cases of arteriosclerotic heart disease (fig. 2) no case is 
included in more than one category. Under auricular fibrillation those with 
mitral stenosis are excluded, and of the thyrotoxic patients only those are 
included in whom fibrillation persisted after thyroidectomy. 

Heart block.—All kinds of heart block are represented. Of the total 
number so affected, 18 females and 16 males had bundle branch block, which 
is 74 per cent. of the total, showing that it was by far the most common type 
of heart block. That it does not of itself necessarily have grave prognostic 
significance is shown by the case records attached to the cardiograms shown 
in fig. 3a and b. Three of my female patients with bundle branch block had 
thyrotoxicosis at the time that this lesion was discovered, which does not 
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Fic. 2.—-Arteriosclerotic heart disease. 


support the theory that thyrotoxicosis, because of its associated hypo- 
cholesterinemia, is a protection against arteriosclerosis. 

Coronary thrombosis.—In this group all had typical cardiograms. It does 
not include more severe cases in which death occurred without cardio- 
graphic investigation. It will be noted that the maximal incidence occurs 
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Fic. 3a.—Bundle branch Fic. 3b.—Bundle branch 
block, type 1. School tea- block, type 1. Married 


cher, aged sixty. 1942, woman aged seventy-two. 


hypertension first noted. 
1943, inmvalided. 1946, 
gross congestive failure; 
thyrotoxicosis, BMR + 
76; thiouracil started. 
1950, still living and 
much improved; no 
congestive failure. 
Thiouracil, 0.1 g. daily. 


1936, partially crippled 
with arthritis and com- 
plaining of anginal pain. 
Last seen December, 
1946: was more active 
and had no anginal pain ; 
only serious complaint 
was insomnia. Died year 
later aged eighty-three. 
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between the age of sixty and seventy-four, which is later than usually found. 
The proportion of males to females, bearing in mind the large preponderance 
of females in the population, is in accordance with general experience. 

Myocardial degeneration.—This group includes all who showed T wave 
inversion in leads 1 or 2, increase in QRS conduction time or R-T deviation. 
It does not include those with only a large Q3 or second positive R wave, 
although my experience supports the opinion generally held that such 
changes indicate coronary disease. 

Angina.—Only those who complained of substernal or pectoral pain 
with typical radiation or with a clear relationship to exertion are included 
in this group; 38 of them had both these characteristics. They all had 
normal electrocardiograms. 

Considering this series as a whole, 
ed i together with the age and sex dis- 
hm , tribution and the heart death rate 
—— —_ : for Torquay (fig. 4), it is notable 
i Ae F | that in spite of the steady diminution 
— | | in the age-groups and the great in- 
1 = a Ee crease in the heart death rate after 
rN oe the age of sixty, the clinical incidence 
ad | of arteriosclerotic heart disease also 
a... leaps upwards at this age period and 
,All Deaths} 650 | 664 | . ° . " . 

is maintained at a high level until 

Fic. 4.—Heart death rate for Torquay. after the age of seventy-four. It is 
































surely significant that this onslaught of arteriosclerosis begins at the age of 
retirement. 


MANAGEMENT 

Since ageing itself is not a disease it requires no treatment, and the treatment 
of diseases incidental to it does not come within the scope of this article. 
In the management of ageing people the purpose of the practitioner should 
be to decide what they may reasonably be allowed to do. The fact that they 
have run the gauntlet of the years and survived is a credit to their physique 
which should not be forgotten. Most of those who reach the age of seventy 
have learnt how to avoid the ordinary hazards of living. It is proverbially 
unwise to doubt the savoir faire of grandmothers, and it would be tactless 
in a young doctor to assume that all his ageing patients have entered their 
dotage. It is perfectly reasonable for the elderly to decide that they would 
prefer to live a full life even though it might mean a shorter one, but it is 
the duty of a doctor, even though he be a young man, to warn his Father 
Williams of the unwisdom of tempting Providence too outrageously. 

It is a popular idea that the ageing heart is less able to withstand shocks 
and more liable to behave in an unpredictable way under stress. This is 
scarcely true of mental shocks, for old minds are usually buttressed with 
philosophy. There is no reason for supposing that heart strain presents 
itself in unfamiliar form in the aged, although old people, having smaller 
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reserves, should be more obedient to its familiar warnings. In the past we 
have tended to overestimate the disabilities of the ageing heart but now, with 
a clearer vision of what heart strain and heart failure mean, we are in a 
position to take a more generous view of its abilities. In the management 
of senescence certain special problems will present themselves from time 
to time. 

Neurosis.—Burton in “The Anatomy of Melancholy’, written 300 years 
ago, says that it is a common experience that weak and old persons, especially 
such as have lived in action all their lives, when they leave off work abruptly 
are overcome with melancholy. Nowadays we may call this ‘involutional 
depression’, but the name matters little. The important point is that the 
type of depression that Burton refers to is related to cessation of work rather 
than to arteriosclerosis. Fear of heart disease is a frequent cause of neurosis. 
There is no doubt that as age advances the possibility of a cardiac death 
increases if only by the elimination of other causes, but such hazards being 
the inevitable fate of mankind should be accepted with the same fortitude 
as the soldier accepts his chance of meeting a bullet. It is most undesirable 
to talk vaguely to elderly people about tired hearts unless there is definite 
evidence of cardiac weakness. Ageing alone does not weaken the heart out of 
proportion to the rest of the body. It limits its capacity for extra work. In 
the ordinary pursuits of life an ageing man need not fear sudden catastrophe. 
If he does too much he will have warning and he must adapt his activities 
accordingly. An ordered life is as important after, as it is before, retirement, 
and it should include regular physical exercise and occupation. 

Operative risks.—The risks of surgery are of three distinct kinds: anzs- 
thesia, shock, and postoperative thrombosis. We get little help in assessing 
these risks from the Registrar-General’s Statistical Review, for it is impos- 
sible from certification to distinguish between deaths from an operation 
under anesthesia and deaths due to the anesthesia itself. Moreover, since 
there are no national statistics to si:ow the frequency of administration of 
anesthetics it is impossible to estimate from the certified deaths under 
anzsthesia what the risk from these two sources actually is. Deaths from 
postoperative thrombosis are too common. Lam and Hooker (1946) show 
that pulmonary embolism is more liable to occur after the age of forty and 
that it has been noted most often in the sixties, which is probably also true 
for postoperative coronary thrombosis, but I can find no statistical evidence 
for this. The heart risks from surgery are small; they become more formid- 
able after middle age, but this should not deter one from advising a necessary 
operation. In old age the relief of pain is a stronger plea for surgery than 
it is in youth, for there is not so much to lose. 

Drugs.—The art of medicine based on a sound knowledge of pharmacology 
is never more needed than in the treatment of old people, for they are 
usually more sensitive to drugs and are beset with idiosyncrasies, real and 
imaginary. The kidneys are prone to the inroads of arteriosclerosis and 
often fail before the heart; the symptoms of this may be indistinguishable 
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from those of heart failure. Short of complete failure, renal deficiency is 
common, as shown by the sensitiveness of the blood urea level to such 
events as vomiting, diarrheea, and urinary obstruction. This may well account 
for the increased sensitiveness to drugs, and so it is always wise in prescribing 
them to err on the side of moderation. It is not sufficiently appreciated 
that digitalis is a heart poison and that the margin between an effective and 
toxic dose may be very small. In old people morphine in the usual dosage 
is very apt to induce Cheyne Stokes’ breathing. It is valuable for paroxysmal 
dyspnoea but half the usual dosage should be adequate. 


SUMMARY 


The abilities of the ageing heart are of prime importance in geriatrics, for 
senility is a disease that feeds on inactivity. In the light of the theory that 
atheroma is due to thrombosis it would seem that its relationship with 
senility is reversible; senility begets arteriosclerosis and arteriosclerosis 
begets senilitv. The danger point is retirement, because release from the 
controls that give form and Girection to life induces moral disintegration 
and indolence, which prepares the way for the onslaught of arteriosclerosis ; 
this especially cripples the heart and so the vicious circle begins. The root 
of the matter is disrespect for old age, which is increasing; the practitioner 
is mainly concerned with this in so far as it is a personal problem. If elders 
are to be restored to their venerable position they will need to readjust 
their attitude to retirement, remembering that it is the end of the race that 
is decisive; it is the business of the practitioner to advise them how to use 
their abilities to best advantage. Leonardo da Vinci pointed the way: 
‘If in youth (he said) we acquire that which may requite us for the depriva- 
tions of old age, and if we are mindful that old age has wisdom for its food, 
we shall so exert ourselves in youth that our old age will not lack sustenance’. 
He refers us to philosophy, and there we will leave the matter. If the brutal 
encroachments of arteriosclerosis were not added to the gentle process of 
ageing, the second childhood could be hailed as a return to sanity, for the 
idea that the Golden Age returns has personal as well as secular relevance. 
These encroachments are best averted by activity. 

It is a pleasure to acknowledge my indebtedness to Dr. J. V. A. Simpson, Medical 


Officer of Health for Torquay, for information and much helpful advice on the 
statistical data. 


References 


Dolgin, M., et al. (1949): 7. Gerontol., 4, 39. 
Duguid, J. B. (1946): 7. Path. Bact., 58, 207. 
(1948): Ibid, 60, 57. 
Gavey, C. J. (1949): Lancet, ii, 725. 
Harrison, C. V. (1948): ¥. Path. Bact., 60, 289. 
Lam, C.R., and Hooker, D.H. (1946): Ann. Surg., 123, 221. 
Starling, E. H. (1915): ‘Principles of Human Physiology’, 2nd edition, London, 
p. 916. 








PULMONARY DISEASE IN THE ELDERLY 


By JAMES L. LIVINGSTONE, M.D., F.R.C.P. 
Physician, King’s College Hospital, and Brompton Hospital. 


In the elderly, degenerative changes in one or other system, cardiovascular, 
cerebral and so forth, predominate in different individuals. When the 
respiratory system is especially affected, degeneration and infection are 
commonly combined, resulting finally in chronic lung failure. Acute pul- 
monary infections, carcinoma and tuberculosis are the causes of death in 
a proportion of cases, but by far the most common and crippling chest 
condition in old people is chronic or recurrent bronchial infection with 
emphysema, causing increasing dyspneea. When the patient is confined to 
bed there are two additional risks :— 

(1) Hypostatic pneumonia, due in part to retention of secretions by 
posture, diminished cough reflex and ciliary action, and in part by aspiration 
of saliva or food particles. 

(2) Pulmonary embolism from thrombosis of the leg veins, which com- 
monly begins in the veins of the calf and spreads upwards: this occurs very 
easily when the calves are allowed to lie flat on the mattress, and particularly 


when the ‘donkey’ or bolster beneath the knees is used. The patient should 
maintain his position in the bed by means of a foot board or bolster, but 
the knee ‘donkey’ should be avoided. 

One essential prophylactic measure therefore is to keep the patient 
ambulant so far as possible, even though he has a febrile illness. 


DIAGNOSIS 


Three conditions are easy to overlook in the elderly ‘bronchitic’, partly 
because they are not considered in the diagnosis, and partly because the 
chronic bronchitis and emphysema mask the physical signs. Pulmonary 
tuberculosis, bronchial carcinoma, and incipient pulmonary edema from 
hypertension and left ventricular failure are all fairly common conditions 
at this age. Stained sputum, loss of weight and early clubbing of the fingers 
(shown by a rim of shiny skin at the base of the nail, with a lilac colour of 
the nails) are indications for an X-ray of the chest and examination of the 
sputum. Paroxysmal dyspnoea with basal crepitations, in the absence of 
purulent sputum, suggests a cardiac cause, confirmed by finding a raised 
diastolic blood pressure. A correct diagnosis is of more than academic 
importance because of the risk of tuberculous infection to the contacts, 
and also because the treatment of these conditions is quite different from 
the routine case of chronic bronchitis. 
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CHRONIC LUNG FAILURE 


Pathogenesis.—With advancing years the chest wall becomes less mobile, 
and degeneration takes place in the elastic tissue of the lungs and in the 
bronchial mucosa, which is less resistant to infection. As the inspiratory 
mechanism is much stronger than the expiratory, which normally depends 
upon the elastic recoil of the lungs, it is easy for the chest to become fixed in 
the inspiratory position with a low and contracted diaphragm. Chronic cough 
increases the over-inflation of the lungs, and when bronchial infection is 
present there is a check-valve effect in the terminal bronchioles, trapping 
air in the alveoli, and causing increased emphysema. Whilst much of this 
emphysema is irreversible, a varying proportion is ‘functional’ and may be 
diminished by training the patient to breathe in a more functionally correct 
way, with appreciable improvement in the dyspneea. 

Obviously the degree of improvement depends upon the physical and 
mental state of the patient, and little can be expected from the senile or 
uncooperative type. Surprising improvement in chest mobility, dyspnea 
and ‘ morale’ may be seen, however, in some apparently advanced cases, 
and a good deal depends upon the personality and enthusiasm of the 
physiotherapist. The idea that the patient can do something for himself 
and that improvement, however slight, is possible, is a stimulus to the 
patient, and the exercises in themselves are a type of occupational therapy 
for mind and body. 

Physical treatment.—The physiotherapist is the best person to teach 
these simple exercises, not only to the patient but also to a relative, who 
can then supervise the patient in the home. Unfortunately some medical 
practitioners are still slow in appreciating what a skilled physiotherapist 
can do by training the patient in active remedial exercises generally. The 
aims of treatment in emphysema are: (a) to prolong expiration and deflate 
the lungs; (b)*to relax the diaphragm and get it to rise in the chest by 
contracting the abdominal muscles on expiration; (c) to increase the 
mobility of the chest wall; (d) to relax the over-acting accessory muscles 
of inspiration; and (e) to inhibit useless cough. Examples of such exercises 
are given in the booklet ‘Physical Exercises for Asthma’, published by the 
Asthma Research Council, London. 

Treatment of cough.—Coughing which is non-productive, is exhausting 
and actively harmful, and must be controlled. The patient should be told 
that it is not only possible but essential that he should train himself to 
inhibit useless coughing by voluntary effort. Cigarettes should be forbidden, 
and he should carry peppermints or lozenges to suck when the cough is 
troublesome. Two teaspoonsful of codeine linctus (B.P.C.) may be pre- 
scribed three or four times a day at first; the dose to be reduced in a few 
weeks. Compound lozenges of benzocaine (N.F.) may be tried, for a short 
time, when the cough reflex is very irritable. 

The distressing morning cough, which is so common, may sometimes 
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be alleviated by the following :— 


Neo-Epinine (Burroughs Wellcome & Co.) .. I5 mg. 

Syrup codeine phosphate go minims (5.4 ml.) 

Chloroform water to 120 minims (7.2 ml.) 
Two teaspoonsful to be taken immediately on waking 


/ 


4 grains (0.5 g.) 
4 fi. 
of h 


ounce (14.2 ml.) 


One tablespoonful in half a tumblerful of hot water 


followed by two cups of tea 


General treatment.—If dyspnoea is marked, stairs should be avoided by 
arranging for a bedroom on the ground floor. The danger of respiratory 
infections should be stressed, and contact with others suffering from coryza 
should be avoided. When the patient does get a fresh infection he should 
stay in a warm, well-ventilated room for a few days but should not go to bed. 
If a fresh attack of bronchitis occurs, procaine penicillin, 400,000 units 
daily, should be given by injection for three to five days. Penicillin aerosols 
are disappointing in acute attacks, although they may decrease the sputum 
temporarily in chronic bronchitis. 


ASTHMA 


Minor degrees of broncho-spasm are not uncommon in elderly patients 
with chronic bronchitis; if the attacks occur at night, with freedom during 
the day, it is well worth while putting the patient into a bedroom which 
has been cleared of carpets and furniture, except for the bed, a chair for 
his clothes, and a table for his books. The pillows should be covered with 
air-tight plastic or mackintosh covers, and the eiderdown should be 
removed. 

The patient with cardiac asthma, due to left ventricular failure, can 
sometimes be helped by restricting fluids to 40 ounces (1,100 ml.) daily, 
with an injection of mersalyl twice a week, and by giving more rest. 

A Collison inhaler (supplied by the Inhaling Drug and Apparatus 
Company, 87 Eccleston Square, London, S.W.1), worked by an oxygen 
cylinder, is sometimes valuable, as the patient can switch this on during 
the night and get oxygen in addition to the adrenaline or other drugs in 
the aerosol vapour. 


THE BEDRIDDEN PATIENT 


The risks of hypostatic pneumonia and pulmonary embolism can be 
diminished by teaching, and indeed bullying, the patient to carry out 
routine exercises and movements frequently. A firm bolster or ‘donkey’ 
should be fixed across the bed at a suitable level so that the patient can 
press against this with his feet and maintain his position in the bed. A 
simple, light and properly designed footboard for bed cases does not seem 
to exist and is much needed. 
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The nurse or attendant should encourage the patient to cough, do deep 
breathing and to contract the muscles of the legs, each six times, at regular 
intervals during the day. The most convenient times are on waking, before 
each meal, and at bedtime. 


HYPOSTATIC PNEUMONIA 


It must be remembered that this is one of nature’s ways of leaving this 
‘mortal coil’, and the practitioner should consider the patient’s chances of 
future happiness or usefulness before administering penicillin or other 
powerful drugs, which may indeed help the patient to recover from the 
infection, but leave him a useless, querulous, unhappy individual who has 
to go through the same process a few months later. This applies par- 
ticularly to cases of cerebral vascular disease with paralysis. 


VENOUS THROMBOSIS AND PULMONARY EMBOLISM 


The early symptoms of thrombosis in the calf are tenderness in the calf 
muscles, pain on forced dorsiflexion of the foot, and a slight temperature. 
Later there may be swelling of the leg, and finally, when the femoral vein 
is thrombosed, there is tenderness and a thickened cord is felt in the thigh. 

Provided there is no gross disease of the liver or kidneys, heparin is a safe 
drug and may clear the condition surprisingly quickly. Heparin should be 
given intramuscularly, in a solution containing 25,000 units per ml. (Evans 
Medical Supplies Ltd.): 1 ml. should be given at the onset, and then 0.5 
ml. three or four times per day, so as to keep the capillary clotting time 
between ten and twelve minutes. The drug is rapidly excreted and serious 
hzmorrhage is uncommon, whereas dicoumarol has a prolonged action and 
is a more dangerous drug in elderly people. ‘The heparin should be con- 
tinued for four to six days in the average case, after which active movements 
should be encouraged. 


STRESS INCONTINENCE OF URINE ON COUGHING 
This causes much misery in female patients, and control of cough, together 
with pelvic exercises, and a pessary if indicated, can occasionally do much 
to relieve discomfort. A properly fitted rubber urinal may help the more 
advanced cases. 


SUMMARY 
With the progressive changes due to ageing the aim should be to maintain 
as much normal function for as long as possible, and much can be done by 
training the patient in active exercises and movements. In these the physio- 
therapist plays an important part. 








SKIN DISORDERS IN THE ELDERLY 


By SYDNEY THOMSON, M.D., F.R.C.P., F.R.S.Eb. 
Physician in charge of the Skin Department, King’s College Hospital. 


Tue clinical changes which occur in the skin with increasing age are variable. 
During infancy the skin is thin and soft, being almost velvety in early 
childhood. This is particularly true of girls, and a few of them retain this 
delightful texture throughout life, even into extreme old age. With most 
folk, however, the passing years reveal a progressive drying of the skin as 
old age is approached and attained. Then the skin shows fewer tension lines, 
is wrinkled, and there is a marked loss of elasticity. ‘This is most easily seen 
when a fold is pinched up between finger and thumb, then suddenly re- 
leased: as long as a full minute may then pass before the skin subsides and 
flattens to its normal state. These phenomena suggest that the aged skin is 
thinned. In fact the epidermis is but little reduced in thickness, the dominant 
changes being in the dermis, where both collagen and elastic fibres are 
altered, the latter markedly so. 

Other changes slowly become apparent. ‘The hair follicles diminish in size 
or even disappear over most of the body; yet the beard hairs increase in 
diameter. The sebaceous glands become hyperplastic, whilst there is a 
diminution in the activity of the sweat glands. Fat tends to disappear from 
the subcutaneous tissues. This curious mixture of atrophic and hypertrophic 


changes is exaggerated when pathological processes become apparent. The 
cause of these gradual changes is unknown. Malnutrition, arteriosclerosis, 
or pressure, do not seem to play any important part. It should be noted that 
these changes are most marked in those areas exposed to sunlight. 


PRURITUS SENILIS 


Pruritus senilis may be defined as itching of the skin when no changes can 
be seen other than those of the normal ageing. Secondary excoriations are 
often present and these then suggest the possibility of parasitic infestation. 
The coincidence of the two conditions did occur fairly frequently years ago 
among those who were down and out, and ‘vagabonds’ disease’ was more 
common among the elderly. But the affliction is now extremely rare, and I 
have not seen an example for about fifteen years. Before deciding that the 
itching is part of the picture of senility, care must always be taken to review 
such possibilitites as hepatic and renal disease, early leukemic changes, and 
latent gout. 

The condition may start as an intermittent itching over a particular area, 
commonly the legs. Gradually the irritation spreads until it involves the 
trunk and limbs, but rarely the head to any marked extent. At first it is noted 
as an exaggeration of the normal physiological itching as a result of tem- 
perature changes experienced when undressing. Although many cases of 
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moderate degree are common, it is usual for advice to be sought only when 
the sensations are severe; then control may prove extremely difficult. 

In addition to the more usual antipruritic lotions and ointments there is 
I per cent. silver nitrate, 50 per cent. S.V.M.I. in water, a lotion which may 
be dabbed on whenever necessary. This is most valuable, as too, is an 
ointment consisting of 12} per cent. liquid extract of hemlock in wool fat, 
60 minims (3.6 ml.) to the ounce (31 g.). Thyroid given internally in small 
doses sometimes helps, whilst testosterone is definitely valuable in those 
cases in which the pubic hair has straightened and thinned. It is remarkable, 
however, that most of these cases do not require the use of hypnotics; even 
when they have to be used, small doses suffice. 


BIOTRIPSIS AND SENILE WARTS 


Biotripsis or ‘life wear’ is the name given by Cheatle to those changes seen 
on the exposed surfaces in patients whose work or hobbies or residence 
has involved undue exposure to sunlight. In this country it occurs most 
commonly in gardeners and fishermen. It is in fact the condition which was 
described by Unna as ‘sailors’ skin’. Those who live in the more tropical 
zones for any length of time hardly ever escape some changes, although the 
degree varies considerably; for example, in whites who have lived in India 
the changes are seen on the face below the level of shade cast by the topee. 
In Australia, on the other hand, where the heat and sun do not compel such 
protection except perhaps in the more northerly territories, the changes are 
seen over the whole of the face and neck. In all cases the backs of the hands 
become affected and the forearms too, can show these changes, mostly 
among agricultural workers whose sleeves have been permanently rolled up. 

Senile warts.—As the skin gradually becomes dry, the general background 
becomes one of shining atrophy. At the same time there develop small light- 
brown flecks of pigmentation which are rather less golden than freckles 
and which more resemble the dull brown of light coffee stains. These 
become more numerous, whilst individual patches become irregular and 
larger until some few attain the size of a shilling. Generally they vary from 
one-tenth to one-third of an inch in diameter. Some months or even years 
after the pigmentary changes have started there begin to develop small 
telangiectases, and even small bluish patches where the dilated vessels are 
deeper and cannot be clearly distinguished as individuals. At the same time 
small warts become obvious. Some of these later become definitely horny, 
hyperkeratotic and finely fissured. These warts form the best example of a 
true precancerosis, and gradually one or more of them may take on the 
characters of a squamous-celled carcinoma. This transition to malignancy 
occurs more rapidly where irritation of the wart continues, and it is for this 
reason that efficient treatment of all such warts is the therapeutic rule in 
Australia. In this country the incidence of malignant changes is much lower, 
but the chance is always present and must never be forgotten. 

This effect of sunlight brings us back to the skin changes seen in the 
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hematoporphyrin patients, which are identical. They are also seen in the 
rare congenital xerodermia pigmentosum, with or without porphyrin changes; 
the same changes are seen in radiodermatitis. In fact they are all biotriptic 
in type, and all seem to be consequent on overexposure to irradiations. 
Once these changes have developed it is impossible to rejuvenate the 
skin, although rapid deterioration may be prevented by avoidance of sun- 
light and the use of protective ointments, such as yellow paraffin containing 
quinine salts or tannic acid. Attention must be directed to the warts and, 
curiously enough, these will often disappear following radiotherapy. But 
although circumstances may compel such treatment, it is wiser to excise 
them. Because of the adjacent atrophy of the skin it is better to avoid local 
anesthetics as they may interfere with healing. The consideration of the 
ultimate cosmetic results and scarring is rarely of importance in these cases. 
These warts are ‘senile warts’, but such warts can also occur on exposed 
surfaces unaccompanied by the other biotriptic changes. The same rules as 
to prognosis and treatment still apply, however, although the solitary lesions 
sometimes show as flattened plaques in which the papillomatosis is only 
just visible. These can be destroyed by diathermy or carbon dioxide snow; 
in the latter case a preliminary damping of the wart with water allows some 
of the water to penetrate between the irregularities so that penetration of 
cold is more efficient when the snow is used. Doses of between fifty and 
ninety seconds are necessary, according to the thickness of the lesion. 
Occasionally the thin early plaques can be controlled and even destroyed by 


the use of keratolytic ointments, e.g., § per cent. salicylic acid in yellow soft 
paraffin, or simply by using Whitfield’s ointment. 


SEBORRH@IC WARTS AND MOLES 


Seborrheic warts develop at or after middle age as multiple lesions on the 
trunk, their actual eruption often being accompanied by marked itching. 
They occur anywhere on the body, but are usually most marked on the upper 
part of the back. At times they are very numerous, varying in size from those 
having a diameter of one-tenth of an inch to those even slightly larger than 
one inch. Their colour shows all gradations from a pale dull yellow to a 
deep brown, almost black. Occasionally only one or two such warts are 
found, these then often developing on the waistline. They are all relatively 
soft to the touch and can be scraped off the surface of the skin, if some vigour 
is used, leaving traces of pultaceous material mixed with the points of 
hzmorrhage. Although these are in some way connected with sebaceous 
glands they often erupt on skin which only rarely shows any signs of gross 
greasiness, acne vulgaris or seborrheeic eczema. At times they undergo 
further cellular changes and become basal-celled carcinomas. Keratolytic 
ointments may to some extent control their exuberance, but treatment is 
generally restricted to the destruction of a particular lesion because of its 
size or site. Carbon dioxide snow applied for sixty to eighty seconds with 
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moderate pressure is usually sufficient. Excision or diathermy can, of course, 
be used but is rarely necessary. 

Moles are mentioned here because they can cause some confusion with the 
warty conditions. It is not generally realized that moles can appear and 
become clinically obvious for the first time late in life. Indeed it is not un- 
common for them to develop as ordinary moles ia either sex during the 
fifties. In women they commonly affect the neck or the skin round the eyes 
at the time of the menopause. They are then tiny, and are often extruded 
above the skin surface in a sort of caul of epithelium, the common ‘skin 
tags’. These are, of course, also seen in much younger patients, but this fact 
does not allay the indignant surprise of the middle-aged matron. They can 
be simply snipped off at skin level, whilst the flat moles require no special 
treatment unless their presence is a real cosmetic disaster, when electrolysis 
may be used. Their development at this age does not mean that they are 
particularly liable to become malignant. In fact, the reverse is the case, 
melanocarcinoma being a disease of youth. 


MALIGNANT GROWTHS 


Malignant growths, that is squamous-celled and basal-celled carcinomas, do 
not require any particular description here and only a few scattered observa- 
tions are therefore made. 

Squamous-celled growths are much the less common, but their develop- 
ment from senile keratoses must again be stressed, and they may then be 
multiple. ‘They can occur anywhere on the skin and are at times associated 
with chronic irritation in particular trades. Such a neoplasm can be very 
indolent, and indeed seven years may elapse before metastasis occurs. The 
absence of adenitis is therefore of no clinical significance in the differential 
diagnosis. What does matter is that the growth is rather softer to the touch 
than is the rodent ulcer, which is harder as it is composed of closely packed 
cuboidal cells with large nuclei. In the same way, telangiectases developing 
over a rolled edge are the result of mechanical pressure on the capillaries in 
stretched papilla. The harder cell-mass of the rodent ulcer will cause such 
to occur more frequently, but they can be caused by similar pressure in 
squamous-celled carcinomas. As the epithelium normally grows from the 
basal layer it is obvious that pure growths of either of these two are unknown. 
All are mixed or metaplastic, the differences being merely those of degree. 
Ewing’s work has proved that rodent ulcers are developed from latent hair 
follicle rests, and it is noteworthy that rodent ulcers never develop on. the 
palms or soles, places where there are no traces whatsoever of hair follicles. 

There has recently been yet another recrudescence of the old discussion 
as to the best lines of treatment, the protagonists of radiotherapy and surgery 
each betraying their respective enthusiasms. As always, the truth is between 
the two extremes. No form of radiotherapy can offer a guaranteed 100 per 
cent. cure rate, and all are not without their own particular dangers. Surgery 
is often impracticable for a number of reasons. In deciding which of the two 
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lines to adopt, the size, site and rate of growth must all be considered, as 
must also the ultimate cosmetic result. Where safe and wide excision is 
practicable it is obviously the method of choice, for the whole business is 
over and done with in a matter of a week or ten days. Also when the growth 
is spreading rapidly or deeply, or there are obvious cystic changes (in a 
rodent ulcer), surgery isepreferable if it is feasible. For if radiotherapy should 
fail in any such case, the subsequent surgical interference is made much 
more difficult, and perhaps impossible. If radiotherapy is recommended the 
case must be reviewed at the very latest after three months. Should there not 
by then be obvious improvement or even complete regression, then the 
chances of the growth proving radio-resistant are high and the possibility 
of surgery must again be considered. 


OTHER CONDITIONS DUE TO SKIN CHANGES 


There are left two conditions which are the direct results of the normal skin 
changes which occur with age. Reference has been made to the hyperplasia 
of the sebaceous glands. This can give rise to a senile acne in which comedone 
formation is dominant. Such blackheads can become quite large and are 
seen not only on the nose and cheeks but also on the eyelids. Actual 
manipulation and expression can be difficult on the lids, but this is the only 
form of treatment when the lesions are large. In the same way reference has 
been made to the growth of beard hair. Hirsuties in women is not really at all 
uncommon. In fact it is only when the hair growth is very marked that it 
can really be claimed to be abnormal. A careful review of cases in this 
country reveals a far higher percentage incidence than is realized, for women 
do not noise the matter abroad. A consideration of other white races shows 
that middle age is nearly always accompanied by the development of a 
slight and scanty beard, and we are all familiar with the scattered hairs on the 
chins of elderly women, rendered obvious because they no longer bother 
about extraction. Should treatment be necessary, electrolysis is still the 
method of choice. 


ECZEMA 


There are several factors which age introduces into the problem of eczema. 
In the first place there is the simple fact of a dried skin. This will, of course, 
more easily react badly to contact with such degreasers as alkalis, soaps and 
sulphonated esters, whether they be soapless shampoos or powder cleansers. 
Even the question of drying the skin becomes important, for chapping can 
occur more easily. Fissuring of the tips of the fingers of elderly manual 
workers thus becomes almost inevitable. But increasing age necessarily 
results in increasing exposure to any potential irritant habitually handled 
either at work or at home. As Cranston Low originally and conclusively 
proved, repeated exposures can gradually sensitize the skin. It is for this 
reason that the phrase ‘long-continued exposure’ became of such importance 
in the old Workmen’s Compensation Act. Then, too, there is the fact that 
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the older the patient, the more likely it is that there is something wrong 
with his general health; this being an internal debilitating factor which 
also debilitates the skin and thus allows it to break down more easily when 
in contact with an irritant. A simple example is found in the washerwoman 
who has used large amounts of soda with impunity for many years. Then at 
last she gets a soda eczema; rarely because of local tissue sensitization 
through a cut, but usually because she is debilitated through general ill- 
health, or through absorption from such toxic foci as dental caries. There- 
fore apart from all questions of local contacts, idiosyncracy, acquired 
sensitization, and the like, the older the patient the more important it is to 
deal efficiently with the general health if real cure, and not mere temporary 
amelioration, of the eczema is to be achieved. 

Varicose and hypostatic ulcerations are obviously more likely to be seen in 
the elderly, for the same mixed reasons. The sequence of stasis in a patient 
with a senile dry skin, pruritus, excoriations or other damage, low-grade 
infection, eczematous reaction, and later ulceration of the untreated leg, 
forms a familiar picture. Among the many local applications used in varicose 
eczema, special praise may perhaps be given to painting once daily for seven 
days with a lotion consisting of 1 per cent. of silver nitrate in spirit, followed 
by a dry dressing. At the end of that period one of the two following oint- 
ments may be used: 3 per cent. of calomel in a thin zinc cream; or 1 per cent. 
of gentian violet, and 50 per cent. Lassar’s paste, in soft paraffin. In these 
preparations it may be advisable to substitute starch for the zinc, as it is not 
uncommon for zinc to prove a mild irritant on a senile skin. 


PSORIASIS 


Psoriasis is another example of a common disease which may have special 
importance in the elderly. In women, it not infrequently develops for the first 
time at the menopause; in men, at about the age of sixty or sixty-five. 
Thyroid internally is particularly useful in such cases. But it is necessary to 
stress that this is so only when the first known attack of psoriasis occurs at 
that age. Should the psoriasis be yet another relapse in a patient who first 
had the disease in early childhood, then arsenic is more useful; or if the first 
attack had occurred in the ’teens or early adult life, then creosote internally 
will be more efficient. Arthropathic psoriasis is somewhat rare but it does 
develop more commonly in the elderly. Unfortunately thyroid administra- 
tion does not seem to help such cases. 


THE PEMPHIGUS GROUP 


The pemphigus group of diseases, i.e., the rare pemphigus vegetans and 
pemphigus foliaceous, with the more common pemphigus vulgaris, of which 
they are probably but soil variants, occur only in the elderly. In fact pem- 
phigus may be said to be a disease of old age. The closely related dermatitis 
herpetiformis is a disease of youth, but yet at times the two so tend to merge 
that many think their separation to be of clinical value only. Certainly middle 
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age sees many patients whose eruption at one period is definitely diagnosed 
as pemphigus and at another period as dermatitis herpetiformis. Pemphigus 
always used to be regarded as an invariably fatal disease, although periods 
of temporary remission usually preceded the ultimate severe and intractable 
phase. This is probably still true, although there have of late years been 
many cases which suggest that recovery may occur. 

The introduction of the more modern antibiotics, sulphonamides, 
penicillin, aureomycin and streptomycin, have not affected treatment and 
prognosis. Although a few cases do seem to have done well on aureomycin, 
others have been completely unaffected by its administration. The wide- 
spread eruption, pain, and possible secondary infections all involve big 
dressings. Such make the picture particularly distressing in these elderly 
and often helpless patients. Although such cases have occupied hospital 
beds for many months at a time, it is really necessary that such a sacrifice of 
beds be made, for it is quite impossible for relations and friends to carry out 
the nursing efficiently and indefinitely. As with all forms of chronic and 
incapacitating sickness in the elderly, these patients present a problem which 
cannot possibly be solved until far more bed accommodation is provided in 


hospitals. 


CONCLUSION 


In conclusion, it is possible to indicate certain routine methods of care which 
may help the skins of both the healthy and the sick. Soaps should be as 
bland as possible and used as little as is consistent with cleanliness, for they 
have a degreasing action. After washing, rinsing must be thorough and 
preferably with fresh clean water from the tap. Drying must be equally 
thorough to avoid chapping, and the use of a simple toilet powder as a final 
dusting agent must not be despised. The extra powder can be brushed off 
at once. If the hands are dry and the fingers tend to fissure easily, then the 
routine use of fats or oils is indicated, e.g., pure unsalted lard or a vegetable 
oil can be rubbed in each night and the hands covered with cotton gloves. 
When fissuring has occurred a hard thick ointment is needed to protect the 
lesions from further damage and to act as a waterproof sheeting under which 
healing can occur. Such can be made from equal parts of soft paraffin and 
lead plaster base, or by adding 10 per cent. of wax to the soft paraffin. Pure 
wool against the skin is contraindicated, for it can prove mechanically irritating 
and is relatively non-absorbent of moisture. The thin elderly person feels the 
cold easily and so it is better to wear a cotton slip under the woollen vest. 
The wool and cotton mixtures are devised with the same end in view. 
Excessive exposure to direct sunlight should be avoided if the skin shows 
any signs of biotripsis. But even this must be adapted to the habits and 
pleasures of those whose declining years should earn respect. 





GENITO-URINARY DISTURBANCES 
IN OLD AGE 


By H. P. WINSBURY-WHITE, F.R.C-.S. 
Senior Surgeon, St. Paul's Hospital for Urological Diseases. 


THE problems created by the elderly patient in the changing circumstances 
of his complaint, particularly in having to decide whether to recommend 
conservative or surgical treatment, call for a balanced understanding of the 
hazards as against the benefits involved in the decision. Such situations 
certainly demand a maturity of judgment which can result only from 
experience. 


BLADDER-NECK CASES 
These form the largest and most important group of genito-urinary cases 
in the aged. 


Clinical Pathology 

Disturbances of micturition in some degree are so common in individuals 
past middle life, that anyone who escapes them is indeed fortunate. These 
disturbances are due generally to changes which have occurred insidiously 
at the neck of the bladder; and are grouped together broadly as prostate 
cases. 

In considering treatment, it is helpful first to give some thought to the 
different pathological conditions which give rise to the symptoms. There is 
a tendency from the lack of close study to consider that the symptoms are 
due to purely adenomatous changes in the prostate; but the opportunities 
which come to the urologist of carrying out a careful examination of this 
region make it clear that whilst the prostate is generally the seat of patho- 


logical processes, a pure adenomatosis is commonly not the explanation. It 
is in fact a simple matter to recognize clinically by one means or another the 
different pathological groups, which may be summarized as follows: 

The adenomatous prostate, prominent and elastic to the touch of the rectal 


finger. 

The fibrous prostate, small and firm by the same method. 

The fibro-adenomatous prostate shows a rounded adenomatous promin- 
ence endoscopically, in addition to the fibrous characteristics revealed on 
rectal examination. 

The calculous prostate is usually fibrous as well, and generally requires 
X-ray examination to identify the calculi. 

The malignant prostate is often hard, irregular and fixed, and with such 
characters is usually unmistakable. 
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Inflammation.—Running through the whole series are varying degrees of 
inflammatory change. Indeed, few glands escape being affected in this way, 
and in this event there may be doubts as to what one is really feeling 
with the examining finger. It is a matter of experience that a localized 
hardness in the gland is as a rule an inflammatory change. 

Diagnosis 

If helpful advice is to be given about treatment a full investigation must be 
made. In doing so it should be remembered that much can be done before 
urethral instrumentation is called for. 

Pre-instrumental investigation.—Intravenous urograms; blood and urine 
reports (for the last the urine is passed into a sterile bottle). A general over- 
haul and blood-pressure observation can be made without putting the 
patient to bed, in fact with little inconvenience to him. 

Cystoscopy.—It is wise to avoid cystoscopy or any other form of urethral 
instrumentation if the diagnosis is clear enough without it and when opera- 
tion is not contemplated. For in elderly men, unless cystoscopy is succeeded 
within a few minutes by operation, there is always a danger that the ex- 
amination will be followed by some crisis, when there is bladder-neck trouble 
present. Unfortunately it is not always proper to omit this procedure, and 
when it is essential and no operation is to follow, the patient must be con- 
fined to bed for a few days subsequently and given a short course of liberal 
fluids and urinary antiseptics by mouth, and not discharged until this 


danger, or signs of any consequence arising out of the investigation, has 
passed. 


Treatment 

The title of this subject is suggestive that operation should be avoided at 
all costs. This is entirely the wrong attitude, as even in the aged the dangers 
of operation are often inconsiderable; and the discomforts and sometimes 
misery from ‘putting up with things’ at times make life not worth living. 
This conclusion is often arrived at by the patient himself, after having 
previously decided that in no circumstances would he have an operation. 
In other cases, senility rather than age, should be the consideration in de- 
ciding that operation is inadvisable. For we commonly come into contact 
with men over eighty who seem to possess unusual vigour and vitality, and 
who are therefore entitled to anticipate and subsequently to enjoy the 
benefits of a curative operation. 

Conservative measures.—On the other hand there are obvious reasons for 
being conservative with the elderly. In many of them the symptoms are mild 
and not distressing and in such circumstances there is certainly no call for 
operative interference. It is here that so much help can be given to the patient 
by advising him how to lessen the risks of being overtaken by a crisis: acute 
retention, attacks of hematuria, fever or cystitis, bouts of frequency or 
difficulty, progressive deterioration of the general health, can all be dis- 
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couraged. As already indicated, for the most part these emergencies owe 
their origin to a sudden state of congestion of the bladder neck, and although 
this event cannot always be prevented, yet precautions can be taken against 
it by carefully regulating the daily habits as follows: Avoid long periods of 
retention of urine, constipation, alcoholic, alimentary or sexual excess; take 
regular exercise, of which no simpler or more satisfactory form can be 
found than a daily walk. If the patient is unaccustomed to this he should 
work up gradually from one mile to three or four miles a day; he should also 
take at least 80 ounces (2 litres) of fluid in the twenty-four hours. It can be 
surprising what benefit to the patient can arise from these simple measures. 

The bowels generally require special care, because with chronic bladder- 
neck or renal trouble, there is a definite tendency for the large intestine to 
be distended with gas. This is often transitory and recurring, lasting as a 
rule for only a few days. Women are generally more conscious of it than 
men; they complain that at times the abdomen becomes swollen, and mild 
gastric disturbances sometimes intervene as well. A tendency to constipa- 
tion not unusually goes with this mild condition of ileus. It is when these 
symptoms occur with disturbances of micturition that their urinary tract 
origin should be suspected; a careful investigation is then called for. In the 
male in these circumstances there may be little or no residual urine, as 
shown by X-ray, but prostatic changes are likely just the same, sometimes 
fibrous or mild chronic inflammatory; in which case it is possible to alter 
the whole state of health by an occasional carefully conducted urethral 
instrumentation. The benefit derived from the procedure would seem to be 
due to promoting drainage from the prostatic ducts as well as to stretching 
the bladder neck. Any lack of skill in carrying out this procedure would 
certainly result in more harm than good. 

Surgical intervention.—General deterioration in health, or the onset of a 
crisis in spite of these precautions, generally calls for more active measures. 
A single catheterization will often restore the function of spontaneous 
micturition, although repeated attacks of retention finally lead to the need 
for opening the bladder. Catheterization by the patient himself is a routine 
which succeeds, for any length of time, only in exceptional circumstances. 
Once constitutional signs of renal failure have set in, the prognosis, without 
surgical intervention, is indeed a short one, and a watchful medical at- 
tendant will best serve his patient by recognizing the incipient signs, and 
being firm in his advice as to what action should be taken. A simple supra- 
pubic drainage, done with the least possible trauma by making a water- 
tight stab puncture after exposing the bladder, and providing drainage for 
the prevesical space, will often save life. By such a method gradual de- 
compressio,. can be carried out successfully. Transurethral resection for the 
type of case just mentioned is generally far too severe a measure if there is 
a marked degree of chronic retention present. 

If the operation is not too late and is skilfully done the restoration to good 
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health is often a gratifying and remarkable result, and the question of the 
ultimate removal of the obstruction can later be debated at leisure. 


OTHER BLADDER CONDITIONS 


Vesical diverticulum and, in this part of the world today, calculus, are 
essentially part of a bladder-neck obstruction and merely form additions to 
the original problem. Their presence may add symptoms which make a 
pressing call for treatment. 

Diverticulum.—Once infection complicates the presence of a diverti- 
culum it will not respond permanently to any form of medication, and the 
danger to the patient of persisting unduly with modern urinary antiseptic 
treatment must be fully appreciated. Removal of the sac together with the 
bladder-neck obstruction is the only remedy. 

Vesical calculus.—When this is associated with a residual urine of not 
more than three or four ounces (85 to 115 ml.) litholapaxy alone is justifi- 
able, but in other cases the bladder-neck obstruction must also be dealt 
with, 

Vesical papillomas.—When cystoscopically these are not obviously malig- 
nant they fortunately do not offer any special problem, as fulguration treat- 
ment per urethram is both the best and least dangerous of all methods. 


CARCINOMA OF THE BLADDER 
This can be a very painful and distressing condition, and generally some- 
thing must be done to relieve the pain. It may at once be said that relief by 
transplanting ureters into the bowel, followed by total cystectomy, is un- 
justified in this group of patients. Fortunately the mortality from implanting 
radon seeds or radium needles into the growth by the suprapubic route is 
very low indeed, when performed by a surgeon who fully understands the 
technique and dosage in these cases. For example, the employment of 
needles with low rather than high radiation potential, followed by fitting the 
patient with a permanent suprapubic apparatus for three months or more, 
not only generally leaves the patient in perfect comfort, but often offers the 
prospect of cure. Better still, the employment of radon seeds allows for the 
complete closure of the bladder. 
CYSTITIS 

It should always be remembered that bladder infection is a secondary con- 
dition; in men most commonly, following prostatic or bladder-neck trouble 
of one kind or another. Acute cystitis in the elderly is, on the whole, a much 
more serious affair than in the young, because it is more prone in the former 
to be complicated by renal infection. For this reason all instrumental 
measures are contraindicated, particularly in the male. The treatment that 
should be followed comprises copious fluids, alkalis, a short course of urinary 
antiseptics, light diet, and bed. A rise of temperature means the onset of a 
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complication: in the male, generally prostatic or renal; in the female, renal. 

In women.—There is a certain complacency about cystitis in women, 
which is based largely on ignorance. This tends to lead the unfortunate 
victim to believe that her condition is inevitable and incurable. Many 
elderly women are great sufferers, and some at least should not be so. After 
an acute attack has settled, a complete examination of the pelvic organs 
should always be made, as investigation has shown cystitis to be a secondary 
disease. This must include: calibration of the urethra, cystoscopy, urethro- 
scopy, inspection of the vulva, vagina and cervix, and bimanual vaginal 
examination. In certain cases—in the elderly no less than the young—a 
general anzsthetic will be required for this. 

When such a routine is carried out it is surprising how rarely the initiating 
focus of infection is not detected. The most common site of all for this is the 
urethra. Sometimes chronic inflammatory polypi are found in the posterior 
part of this channel, and when present must be destroyed by fulguration; 
thus the submucosal focus will be opened up for drainage. Contractions and 
other evidence of chronic inflammation will be adequately treated by 
properly spaced, and skilfully executed, urethral dilatations. The benefit 
from this latter treatment is due to the improved drainage which results to 
both normal and adventitious openings present in the urethra. If, however, 
the primary focus is of such long standing that it has produced interstitial 
cystitis or permanent changes in the kidneys, the benefit from such treat- 
ment will be correspondingly lessened. Fortunately, in elderly women 
urethral instrumentation is not fraught with the same dangers as in elderly 
men. 


SURGICAL CONDITIONS OF THE KIDNEY 


The first point to be certain of is that the renal condition is not secondary 
to a lower urinary tract disorder. 

Renal calculus, unless it has precipitated a crisis such as anuria or 
pyonephrosis, should always be treated on expectant lines. Don’t make the 
patient’s life a burden by suggesting a diet which theoretically should dis- 
courage the increase in size of the stone, by lessening the supply of sub- 
stances of which the stone may or may not consist. Having regard to what we 
now know of the etiology of renal calculus such treatment is useless, besides 
being irksome. 

Pyonephrosis, which has arisen as a complication of a simple hydro- 
nephrosis, may also require surgical intervention. Simple living and gener- 
ous fluid intake should be the treatment in the lesser degrees of infection of a 
hydronephrosis. Urinary antiseptics must be employed only in short courses 
of mild doses. 

Neoplasm of the kidney.—In cases in which there is also some degree of 
prostatic enlargement, and hematuria is present, great pains must be taken 
to establish the real source of the bleeding. If new growth of the kidney has 
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been diagnosed, and unless the patient is very feeble, it would generally be 
best to undertake nephrectomy, provided, of course, that metastases have not 
been identified; when these are noted, radiotherapy should be advised. 


THE EXTERNAL GENITALS 


Chronic hydrocele is best treated by intermittent tapping at intervals, as 
required by individual cases. 

Epididymo-orchitis.—In the elderly this is generally a presenting symptom 
of prostatic disease, and urethral instrumentation must be avoided until the 
acute inflammation has settled. A suspensory bandage and a short course 
of internal antiseptic with, when the condition is acute, rest in bed, are the 
essentials of the treatment. 

Phimosis, when complicated by balanitis, should be treated by a full- 
length dorsal slit of the prepuce. 

Carcinoma of the penis is generally diagnosed early, and in such circum- 
stances will almost certainly be cured by the implantation of radium needles. 
Advanced cases in the elderly, for obvious reasons, should have the pal- 
liative treatment of radiation rather than be subjected to the hazards of 
amputation of the penis and excision of glands; probably radiation of the 
inguinal glands will also be necessary. 

Urethral stricture —When this condition is suspected in the elderly the 
patient must always be investigated as an in-patient, as a reaction from 
instrumentation is necessarily an important event in such a case. If there is 
no postoperative incident, future dilatations can be carried out as an out- 
patient or a consulting room measure. 


IN CONCLUSION 

The correct attitude concerning treatment of the aged may be summarized 
as follows:—A patient who has good vigour and vitality should, in spite of 
advanced years, be offered the same opportunity as a younger patient, of 
relief by surgery. With others, relief of pain may justify operation. But there 
are many patients who are not in any particular discomfort, and who wish 
to avoid an operation. Palliative treatment and guidance in leading their 
daily lives must be given to them, so that they can avoid the special dangers 
to which they are prone. 








GYNA:COLOGICAL PROBLEMS 
OF OLD AGE 


By J. J. OSSULLIVAN, M.B., B.Cu., M.R.C.O.G. 
Resident Gynecological Surgeon, St. Bartholomew's Hospital. 


AT the present day it is the common practice to examine elderly women 
gynzcologically as a routine when they complain of symptoms. It is interest- 
ing to record that a recent investigation into the delay period in the diagnosis 
of pelvic malignant disease in America showed that the physician was wholly 
or partly the cause of delay in over 25 per cent. of cases. It was also shown 
that the symptom pruritus vulve had existed for an average of 8.1 years in 
cases of carcinoma of the vulva before the patient was examined. In elderly 
women, vaginal bleeding is almost pathognomonic of malignant disease, and 
inflammatory disease of the vulva produces almost identical symptoms to 
those of malignant disease. The position at the present day is not merely to 
diagnose the complaint, but to employ active and, if necessary, drastic treat- 
ment. Experience shows that relatively severe surgical operations can be per- 
formed without undue risk, provided that the general condition shows no 
evidence of coincident medical disease. 


GENERAL CONSIDERATIONS 
The retrogressive changes in the female genital tract which start at the 
climacteric may be reviewed. Gynecological ageing first shows itself in the 
failure of the Graafian follicles to react to the gonadotrophic hormones of the 
pituitary. The ovarian refractivity is displayed at first by the corpus luteum, 
which is not maintained. Afterwards it does not develop and no progesterone 
is secreted. In due course the Graafian follicles cease to ripen and the blood 
cestrogen level drops. As the ovary increases its refractivity, gonadotrophic 
hormones are poured out of the pituitary in an effort to whip the flagging 
ovary into activity, and the pituitary secretion may be increased to as much 
as fifty-fold. The enhanced pituitary activity affects the adrenotrophic hor- 
mone as well, and small quantities of estrogen and even progesterone are 
secreted by the suprarenal cortex. These secretions limit to some extent the 
atrophic changes which are developing in the genital tract. 

At the close of the climacteric a process of atrophy can be demonstrated 
in the female genital tract. The uterus is the first organ to be affected by this 
hypo-cestrogenism. The muscle tissue is reduced in amount and the whole 
organ becomes smaller. If myomas are present, they involute as well. The 
endometrium becomes thin, and in the aged consists solely of a surface 
epithelium which covers a dense stroma and, together with small tubular. 
glands, represents the postmenopausal endometrium. At times the re- 
gression is so extreme that even the surface epithelium is lost and adhesions 
form between the opposite walls of the uterus. The cervix becomes more 
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fibrous and shrinks, so that its vaginal portion is far smaller than it was before 
the menopause. The epithelial lining of the cervical canal atrophies, and the 
mucous secretion of the racemose glands of the cervix is greatly diminished. 
The cervical canal is reduced in diameter, and if apposition adhesions form, 
the canal may be stenosed completely so that a pyometra develops. One of 
the most important of the structures to be involved in these involution pro- 
cesses is the endopelvic fascia. It is perhaps the main support of the uterus 
and vagina, and consists of plain muscle elements which are dependent upon 
a high level of blood cestrogens for the maintenance of their tonicity. Much 
of this is lost after the menopause. Similar remarks apply to the levator ani 
muscles, which become atonic with advancing years. Provided, however, 
that the vagina is well supported, its diameter becomes reduced and its 
walls inelastic and fibrous. The fornices tend to disappear and fibrous 
bands located deep to the epithelium may obliterate the lateral fornices. 
The vaginal epithelium atrophies and in due course consists of only three or 
four layers of cells which contain only small amounts of glycogen. The ex- 
ternal genitalia atrophy, partly by the reabsorption of fat, but also because 
the skin and mucous membranes lose their firmness and elasticity so that 
they appear dry and no longer glistening. The clitoris and the vulvo-vaginal 
glands atrophy as well. 

Many of the gynzcological diseases of postmenopausal women are related 
in their development to the endocrine and structural changes which have 
been described above. 

PRURITUS VULV& 
It is possible to distinguish a specific menopausal form of pruritus vulve. 
The cases are rare, but they clear up after the administration of cestrogens 
by mouth and after the inunction of the vulva with ointments containing 
cestrogens. It is customary to postulate that such cases result from atrophy 
of the skin of the vulva. 

Causal factors.—Most forms of pruritus of the vulva, either at the meno- 
pause or in old age, have different causes. Those due to diabetes and hypo- 
chlorhydria are obvious examples. Blood diseases such as leukemia and 
hypochromic anemia may be precipitating factors on rare occasions. Many 
cases are caused by vaginal discharges resulting from infections with 
Trichomonas vaginalis or monilia. Dermatoses, such as psoriasis, eczema, 
lichen planus and atrophic vulvitis, are relatively common after the meno- 
pause. Leucoplakia of the vulva and kraurosis of the vulva are also causes of 
pruritus, as is carcinoma of the vulva. Provided that the patient is in- 
vestigated thoroughly, if necessary with the help of a dermatologist, there 
should be no difficulty in diagnosing these forms of pruritus of the vulva. 
It is well known that after all organic causes have been excluded, almost 
75 per cent. of cases remain, and most of these are psychosomatic in origin, 
although they are usually grouped under the term idiopathic pruritus vulve. 
The clinical picture is fairly typical. ‘The maximum intensity of pruritus is 
reached when the patient is at leisure or when she is in bed with her mind 
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unoccupied with the affairs of the day. Often the patients are tense and over- 
anxious about financial and family matters and are haunted by a sense of 
inferiority and insecurity. The sexual history of the patient may be of im- 
portance, for many have either lost sexual desire or have been unfaithful. 
The treatment of pruritus vulve depends in the main upon the etiology, 
and diabetic and hypochlorhydric cases respond at once to appropriate 
treatment. The vulva should be shaved and swabbed frequently with lead 
lotion, dried and powdered. Soap and antiseptics should be avoided. An 
antipruritic lotion consisting of 2 per cent. phenol in calamine lotion is 
satisfactory. Alternatively, a camphor or phenol ointment may also be 
helpful. The principles are to keep the vulva clean and dry, to clear up 
vulvitis with lead lotion, and subsequently to employ antipruritic lotion or 
ointment. X-ray treatment is rarely satisfactory. Vulvectomy, although em- 
ployed only for intractable cases, gives excellent results. From time to time 
injection methods have been acvocated but they are not now in favour. 


LEUCOPLAKIA AND KRAUROSIS VULVZ 


These two conditions are often found in association with one another. 
Leucoplakia is a rare disease but much more dangerous than kraurosis as it 
is pre-cancerous in nature; in fact Taussig found that it preceded carcinoma 
vulvz in 50 per cent. of his cases. Although the etiology of these conditions 
is unknown the consensus of om‘nion suggests that they are due to hypo- 
cestrogenism or a failure to utilize the available estrogens, coupled with 


chronic inflammation. 

Leucoplakia, as the name suggests, is a thickening, keratinization and 
whitening of patches of the vulvar skin. Later, cracks and fissures may 
appear in these patches, and it is at this stage that a carcinoma may make its 
appearance. Should the condition progress, the skin becomes completely 
atrophic, appearing dry, white and shining. The condition may be localized 
to the labia majora, but can spread to involve the perineum, anus and the 
adjacent skin of the thighs. The labia minora and vestibule are never in- 
volved. Leucoplakia first causes an intense pruritus; later, as a result of scratch 
abrasions and fissuring, local tenderness and dyspareunia predominate. 

Expectant treatment, as described under pruritus vulve, and frequent 
examinations, which are most important, should be adopted for the early 
non-progressive cases, but in the event of fissuring or further spread, 
vulvectomy is the treatment of choice. 

Kraurosis vulve, on the other hand, is primarily an excessive atrophy of 
the labia minora, vestibule, clitoris, urethral and vaginal orifice, and does not 
affect the contiguous skin. These areas first appear edematous and reddened. 
Later the skin becomes parchment thin, bluish-grey in colour, with 
numerous scattered red vascular patches. Small areas of ulceration, which 
may easily become infected, are commonly found. In the final stages the 
labia minora and clitoris disappear, and stenosis of the vaginal orifice occurs, 
rendering sexual intercourse impossible. Dyspareunia and intense vulvar 








— 


; 
: 
‘ 


144 THE PRACTITIONER 


soreness are the predominant symptoms. Pruritus vulve is not uncommonly 
complained of and, if the urethral orifice is involved, dysuria ensues. 

The treatment of kraurosis is unsatisfactory but should be undertaken 
along the lines suggested under pruritus vulva. The results of cestrogen 
therapy are variable and the maximal response is obtained by using large 
doses, such as 15 mg. thrice daily, orally, or larger doses if tolerated. Local 
and oral applications of cod-liver oil are a useful adjunct to estrogen 
therapy. If ulceration with infection occurs, a cream consisting of stilbcestrol 
and sulphathiazole in a water-miscible base will be found helpful. Areas 
affecting the urethral orifice can be cauterized and, if dyspareunia due to 
shrinkage is a major symptom, the introitus widened by some plastic 
operation. 

CARCINOMA OF THE VULVA 

The patient aged about sixty years suffering from this disease first com- 
plains of pruritus vulve and later of intense pain associated with a hard 
nodule which later ulcerates. On questioning, she usually admits having 
treated herself with douches and salves recommended by friends. Her 
doctor, loath to waste time in a busy surgery by requesting the patient to 
undress, may prescribe some lotion or other, with the result that ‘it still 
remains perhaps the most badly mis-diagnosed and poorly treated condition 
in the entire field of malignant diseases’ (Parsons). 

The epithelioma usually starts on the inner aspect of the labium majus, 
but may begin at the clitoris or near the urethra. It spreads slowly locally 
but metastasizes freely in the regional lymphatics. When ulceration of this 
hard nodule occurs, and this happens early in the course of the disease, 
secondary infection with the risk of bleeding and a foul-smelling discharge 
is probable. If the correct treatment is not instituted early the ulceration 
continues until the whole vulva is destroyed. 

The treatment of this condition is a radical vulvectomy with bilateral dis- 
section of both the superficial and deep lymphatics. Radium therapy gives 
very poor results. The importance of prophylaxis in carcinoma of the vulva 
must be emphasized. Removal of leucoplakic areas, excision of vulvar warts, 
biopsy of ulcerated lesions, and a careful follow-up of enlarged Bartholin’s 
glands and urethral caruncles should be carried out. Radical vulvectomy 
and bilateral lymphadenectomy are not without risk; the operative mortality 
is about 16 per cent. 

VAGINITIS 


This is one of the more common complaints of the aged, as atrophy of the 
vaginal epithelium renders its reaction neutral or alkaline. If it is associated 
with a lax introitus, or the patient’s personal hygiene is faulty, the vagina 
easily becomes infected with organisms of low virulence, producing a senile 
vaginitis. Typically this causes a thin blood-stained vaginal discharge and 
secondary symptoms of pruritus vulve and local discomfort. Very severe 
forms of vaginitis associated with a copious, purulent, foul-smelling dis- 
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charge will occur if foreign bodies such as pessaries are retained in the 
senile vagina for any length of time, or if a daily vaginal douche has not 
been prescribed. Speculum examination in cases of senile vaginitis reveals 
numerous small erosions which bleed easily on touching. Care must be taken 
to exclude carcinoma of the vagina during examination. The tumour starts 
typically as a flattened nodule high on the posterior wall, which later 
ulcerates. The indurated edges of the ulcer spread over the vagina and in- 
volve the rectum, urethra and bladder. The diagnosis is confirmed by biopsy. 
Early cases can be treated surgically, but owing to delay in diagnosis this is 
seldom possible and variable results are obtained by radium therapy. 

Since senile vaginitis is caused by a combination of hypo-cestrogenism and 
a mixed infection it should be treated with estrogens and some sulphon- 
amide or antibiotic. I have found that it responds readily to stilbeestrol, 
0.5 mg. twice daily, for a month, with ‘tampovagan’ pessaries, containing 
penicillin and sulphathiazole, nightly for the first ten days of treatment. 
The patient should be weaned off the stilbeestrol over the succeeding month. 


DISEASES OF THE CERVIX 

Other than stenosis and carcinoma, cervical diseases are rare in the elderly. 
It has been stated that 11 per cent. of cervical carcinomas occur after the 
age of sixty-five years, 95 per cent. occurring in multipare; and go per cent. 
are found on the vaginal surface of the cervix. The diagnosis is easy in the 
elderly, the tumour appearing as a cauliflower growth or as an ulcer which is 
friable and bleeds easily on touching and, if infected, may give rise to a 
blood-stained vaginal discharge. In the later stages due to parametrial 
spread the cervix is fixed. The course of this tumour also demonstrates the 
absolute necessity of a thorough examination of any patient complaining of 
a blood-stained vaginal discharge. 

Irradiation is the treatment of choice in the later stages but many gynz- 
cologists prefer Wertheim’s hysterectomy in the earlier cases. 


PYOMETRA 


Should the cervix become fibrosed and stenosed, the senile uterus loses its 
tone or powers of contractility, uterine discharges are retained, and if these 
become infected a pyometra results. Bleeding, vaginal discharge and pain 
are the usual symptoms, and the only physical finding is an enlarged uterus. 
The diagnosis is confirmed by dilating the cervix and washing out the 
uterine cavity with saline. 
PROLAPSE 

In vaginal and uterine prolapse the cumulative effects of rapid ageing of the 
supporting endopelvic fascia due to hypo-cestrogenism are seen, the slower 
senescent structural changes resulting in loss of tone and fibrosis in the 
voluntary muscular supports, and the trauma caused to both of these struc- 
tures by previous childbearing. These lesions have their maximum age in- 
cidence between fifty and sixty years, but cases are often encountered well 
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into the eighth and ninth decades of life. Backache, a feeling of weakness in 
the pelvis and of ‘something coming down’ are the usual complaints. If there 
is an associated prolapse of the urethra, stress incontinence will be added, 
and should the urinary bladder be prolapsed, difficulty of micturition and 
frequency will occur. On examination a wide lax introitus is found. If 
urethrocele is present the urethra will be prolapsed downwards and for- 
wards, the external meatus will be patulous, and on separating the labia 
while the patient coughs, urine will be seen spurting from the urethra. If 
due to prolapse this stress incontinence can be controtled by supporting the 
urethra behind the symphysis pubis with the exan‘ning finger. A urethral 
caruncle should be excluded as a cause of urinary symptoms. It consists of a 
bright-red vascular tumour on the lower lip of the urethral meatus, causing 
dysuria, intense local pain, dyspareunia, and possibly postmenopausal bleed- 
ing. It is best treated by excision and electro-coagulation of the base. If the 
cervix or portion of the vagina has been prolapsed outside the vulvar orifice 
for any length of time, decubitus ulceration of the most dependent portion 
may occur. 

Treatment.— One of the most important problems a medical man has to 
consider in dealing with these cases is the choice between conservative and 
operative treatment. Age, per se, is not considered a contraindication to 
operative treatment of prolapse unless complicated by such conditions as 
heart disease, bronchitis, or diabetes. For these latter cases pessary treat- 
ment is indicated, but difficulties are not uncommonly found in fitting these 
patients with the ordinary ring pessary. In some cases the vulvar orifice may 
be so relaxed that a ring pessary cannot be retained, making a Napier cup 
and stem pessary, which is attached by tapes to a belt around the waist, the 
only available method of treatment. Prolapse may be associated with a 
stenosed introitus and in these cases an air-ball pessary will be found useful. 
For all other cases some form of colporraphy should be advised. An anterior 
and posterior colporraphy or a Le Fort’s colpocleisis can be performed in 
about twenty minutes with little risk to life, but the latter operation has the 
disadvantage in that it does not cure stress incontinence. 


CARCINOMA OF THE ENDOMETRIUM 


In the seventh decade, endometrial carcinoma becomes as common as 
cervical carcinoma, and it has been found that four out of every ten patients 
who complain of postmenopausal bleeding have a malignant growth of the 
uterus. This shows conclusively that no diagnosis such as senile vaginitis, or 
cestrogen withdrawal bleeding, should be accepted until a curettage has ex- 
cluded an endometrial carcinoma, 75 per cent. of which occur in the post- 
menopausal era. This tumour appears more commonly in nullipare. A large 
percentage give a history of previous functional uterine hemorrhage, fibro- 
myomas, or of a late menopause. These facts, plus the high incidence of 
adenocarcinoma of the uterus with granulosa cell tumours of the ovary, 
seem to suggest that prolonged or excessive secretion of cestrogens plays a 
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part in its production, and would also appear to be a warning against the 
prolonged use of cestrogens in geriatric gynwcology, although there is no 
direct evidence to confirm this thesis. Frank, bright-red uterine bleeding is 
the predominating symptom, rarely associated with coliky uterine pain. 
Unless fibromyomas are present the uterus may not be enlarged, and the 
examiner may be tempted to dismiss the case as one of postmenopausal 
bleeding of benign origin. If the diagnosis is clinched by a diagnostic dilata- 
tion and curettage a panhysterectomy will give a 70 to 75 per cent. five- 
year cure rate. If, due to the general condition of the patient, surgery is 
impossible, careful irradiation will give almost comparable results. 


OVARIAN TUMOURS 


Although it is in the ovary that the first signs of genital senility appear and 
progress more rapidly than in any other part of the female organism, the 
incidence of malignant ovarian tumours reaches its greatest peak after the 
menopause. To what extent hypo-cestrogenism and hypergonadotrophism 
predispose to ovarian neoplasia is not fully understood, but it has been 
suggested that granulosa and theca cell tumours may be activated in this 
way. The incidence of innocent ovarian tumours is on the wane in the 
senescent and senile. The essential clinical feature of ovarian neoplasms is 
their silent insidious growth, the patient being unaware of anything abnormal 
until the tumours reach a relatively large size, when vague abdominal pains 
and perhaps pressure symptoms are felt. The feminizing ovarian tumours, 
i.e. granulosa and theca cells, give rise to typical symptoms. These tumours 
secrete cestrogen, just as the ripe Graafian follicle does, and, in the aged, 
this produces a sense of rejuvenation; the vaginal epithelium becomes soft 
and succulent. The uterus, instead of being senile and atrophic, enlarges. 
The endometrium hypertrophies, and irregular, though sometimes cyclical, 
postmenopausal bleeding occurs. ‘These tumours are usually unilateral and 
are primarily benign. It has been suggested that they represent 3.6 per cent. 
of all ovarian tumours and that on histological examination 36 per cent. are 
found to be malignant. 

The signs of malignancy of ovarian tumours should be emphasized. In 
70 per cent. of cases the growth involves both ovaries and renders them 
immobile. Ascites occurs, and secondary deposits can be palpated in the 
pouch of Douglas in 50 per cent. of cases. Cachexia is usually well marked. 
Symptoms are severe: pain and abdominal swelling and perhaps post- 
menopausal bleeding. 

The prognosis is bad, the expectation of life for an untreated case being six 
months. Essentially the treatment is a panhysterectomy followed by X-ray 
irradiation to the pelvis. The objects of operation are diagnostic, curative in 
the early stages, and palliative in the more advanced cases. 
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By G. J. LANGLEY, M.B.E., M.D., F.R.C.P. 
Consulting Physician, Ancoats Hospital, Manchester, and Salford 
Royal Hospital. 


THE problems involved in arranging a suitable diet for old age are widely 
appreciated today, and for three reasons. First, the available diet is still to 
some extent controlled by rationing; secondly, the public press is frequently 
reminding us of the proportionate increase of old people in the general 
population; and thirdly, an increasing amount of interest is in evidence 
amongst the general public since the study of old age has been graced with 
a relatively new and quite popular title. None of these factors makes the 
problem either new or more easily solved. 

It is, of course, a commonplace that almost every family has one or more 
members who have lived long enough to be regarded either as the senior 
member to be respected, or as the old member to be cared for and provided 
with such comforts and amenities as circumstances will allow. In either case 
a wide variety of opinions are liable to exist in the family as to what a suit- 
able dietary for old age may be. Such opinions are further liable to be ex- 
pressed with a violence in inverse ratio to the knowledge of the subject. 

For many years past the long-suffering medical student has proved a 
completely satisfactory physiological guinea-pig, and the results of large 
series of observations are available in the physiological departments of the 
Universities. These form a mass of normal controls which inform us fully 
both of the average normal and of the limits of variation in health of most of 
the bodily functions. Such a mass of observations is entirely wanting in old 
age, and even if the necessary experimental animals were available, the 
difficulty in determining that they were really healthy animals would be 
very great. In spite of this obvious difficulty there is a good deal of evidence 
which_can at least help to solve some of the many problems. 


BODILY METABOLISM AND ADVANCING YEARS 


A suitable diet, both as regards quantity and quality, must always be 
determined in the last resort by the bodily metabolism, and it is only too 
obvious that the actual metabolic requirements differ widely at the ages of 
twenty-five and sixty-five. But it may be well at the outset to consider even 
this obvious statement with some regard to the physiological facts and to 
inquire wherein lies this wide difference. May it be due to changes in the 
basic metabolic rate, or is it determined entirely by diminished bodily 
activity? 

The basic metabolic rate in calories per square metre of body surface at 
the age of twenty-five has been estimated at 40, as against the same require- 
ments at the age of sixty-five at 36.5 calories. The expenditure of energy by 
physical exertion profoundly affects these values, and it has been estimated 
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that very slight effort, such as standing and dressing, will raise the meta- 
bolism by 50 per cent., whilst moderate effort, like continued walking and 
light housework, will raise it by 100 to 200 per cent. It is known that heavy 
and continued work may raise the metabolism from 8 to 15 times its basic 
value. 

From such considerations it would appear that by far the major element 
in determining the metabolic requirements is the amount of bodily exertion. 
All the evidence goes to show that mental effort is not represented by any 
increase in metabolic demand. From this it therefore follows that any 
determination as to dietary requirements for an individual must first take 
account of the amount of physical exertion involved in the daily habits of 
the person concerned. 

It is perhaps usual to regard active life at middle age which is not laborious 
or manual in its nature as requiring 2000 calories per day to maintain a 
nutritional balance, but this, over the age of sixty-five will usually be found 
to be in excess of requirement and, if taken, will probably lead to a rising 
body weight, except in those who continue, after that age, still to do quite 
heavy work. 

The relation of the three great groups—proteins, fats, and carbohydrates 
—to each other in a suitable diet is still sub judice for adult normal life, so 
that any expression of opinion in the matter in old age is likely to be more 
a pious hope than a logical conclusion. It is noticeable, however, that in the 
majority of people a gradual change in taste does take place, so that the 
younger members of the family are most interested in the sweet course, 
whereas their parents and elders greatly prefer the savoury. As will be seen 
later, this appears to be a physiological response to a slowly changing 
metabolism. 

The physiological process of digestion and assimilation is largely under- 
stood for the healthy young adult, except in the field of the fats, and we 
should also know what changes, if any, accompany old age in the essential 
digestive secretions. So far as gastric acidity and peptic digestion are con- 
cerned there is evidence to show that these commonly run at a rather lower 
level and therefore act more slowly, but otherwise remain normal, except in 
individuals showing stigmata of disease known to be associated with gastric 
changes, such as pernicious anemia and carcinoma. 

We shall accept this the more readily if we can also accept Wendell 
Holmes’ “The Deacon’s Masterpiece or the One Hoss Shay’, as a true 
picture of the general failure of old age which affects the whole man rather 
than any particular system. We may then conclude, what is in fact a daily 
experience, that protein absorption and assimilation remain much as in earlier 
years, but take perhaps a little longer; and this may well be when we also 
consider the specific dynamic effect of protein digestion with its recognized 
rise in general body work. 

It has been shown that carbohydrate metabolism slowly changes through- 
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out life so that the response to a measured dose of sugar, under standard 
conditions, yields a response curve which gradually increases both in height 
and time. Once the forty-five age-mark is passed, in most individuals, the 
blood sugar level reached after the usual test dose of sugar exceeds the renal 
threshold, and return to the starving level becomes delayed by an hour or 
even more. This appears to record graphically the changes which take place 
generally in the bodily metabolism—a slowing of the process with some re- 
duction in degree, but otherwise of normal form. It is this slowing process 
which may cause the appearance of glycosuria in older people if, and when, 
they are unwise enough to indulge in a large meal containing a high carbo- 
hydrate ratio. 

The physiology of fat absorption is still not sufficiently understood to 
enable much to be said as regards changes in old age, as will readily be 
recognized from Professor Raper’s recent paper (1949). It is, however, 
known that little change is found in the fecal fats of old people, and it may 
be assumed that only minor changes in their digestion occur. 

So far then, it would seem that in healthy old age all metabolic processes 
go on much as usual, but at a reduced rate, largely commensurate with re- 
duced activity. ‘This is no more than common sense and common experience 
usually tell us. The fact remains, however, that as age advances so bodily 
strength declines and weight slowly falls, as might well be expected. Ac- 
companying this slowing process there is a diminishing demand for food and 
a falling appetite. 

EXCRETORY FUNCTIONS IN OLD AGE 

The problem so far seems simple enough. A general slowing of the digestive 
processes, a lessened demand for food, an increasing time for rest—all seem 
to fit together as age advances and to maintain a balance. This, however, 
also presupposes a continued ability to excrete metabolites, and in this 
respect increasing age may not be quite so happily placed. The ease with 
which fatigue is induced and the increase in time required for recovery are 
obvious reminders. 

The mild and variable degree of constipation which often appears late in 
life, due in part to diminished muscular power and in part to a reduced in- 
digestible residuum, does not appear to play any part in the general health 
of the individual, in spite of the expressed anxiety occasionally heard from 
those responsible for their care. 

The renal function appears in a rather different light, but any considera- 
tion on this head can only be dealt with in the light of present knowledge of 
the metabolism of sodium chloride and water. In healthy old age there 
appears to be no special change in the demand for fluid, and water excretion 
remains normal. Any disability in this respect may well be the first warning 
of an oncoming renal failure which will call for great care and attention. At 
very advanced ages nocturia seems rather usual than otherwise, but its 
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oceurrence appears to be connected more with bladder than with renal 
function. 

Understanding of the sodium chloride metabolism of the body is still in a 
state of flux, even in the normal healthy adult, so that knowledge of it in 
old age is likely to be very much less. As in the case of water, there is 
normally no evidence of any difficulty in excretion during health, but any 
failure in this respect may well be regarded as alarming. There seems little 
doubt that it is always much easier to establish a salt excess than to produce 
a salt deficit. Present knowledge does, however, tell us something of the 
relation of edema to salt retention, and this symptom, mild or severe, is 
common enough in the later years of life. For these reasons it would seem 
a wise precaution to limit the salt intake of old people, but only to the 
extent of allowing the usual amount for all cooking purposes and to keep 
additional salt at a low level. Any appearance of even a transient edema at 
any time will call for a further reduction in salt use. 

It is common experience that the response to tests of renal efficiency, even 
at a great age, is often surprisingly normal. The ability to excrete urea to a 
point at which the blood urea remains within the normal limits appears to 
persist in those who remain healthy and well. This seems to depend upon 
their lowered food intake, their reduced activity and the general slowing of 
all metabolic processes. It is a matter of common experience that the re- 
serve power which preserves an adequate balance under widely varying 
conditions has been lost in the later decades of life, and any serious illness, 
especially if pyrexial, may readily lead to a rapidly developing renal failure 
with disaster not far away. 

One further factor in the diet of old people must always be taken into 
account. They are perhaps a little liable to live on what they regard as an 
entirely suitable and satisfactory diet which fails to include adequate vita- 
mins, and this oversight may quite seriously diminish both their health and 
their general vitality. It is probable that thiamine and ascorbic acid are the 
most important. 

From all these considerations it would appear that in the later years of 
life, diet might well remain as before, but the quantity required will be re- 
duced by a lessened bodily activity. With the solitary exceptions of 
diminished salt intake, partly required by reduced salt loss, and the necessity 
to ensure adequate vitamin supply, there seems little to be said. 


OBESITY IN OLD AGE 


That some increase in body weight takes place as age advances is so usual 
an experience that it may be regarded almost as physiological and is due 
presumably to a lack of balance between food intake and physical exertion. 
The effect of obesity, however, becomes more marked as age advances, 
partly because the amount of energy taken up in maintaining activity in- 
creases with the rising weight, but much more seriously because of the 
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rising blood pressure which seems to accompany the process. Insurance 
companies have become increasingly conscious of the shortening effect of 
obesity on the expectation of life. Recent inquiry work has shown that a 
reduction in the degree of obesity is also commonly associated with a cor- 
responding fall in the accompanying hypertension. From this one may 
believe that obesity in later life calls more urgently for an attempt at correc- 
tion than at other periods of life. ‘The bathroom scales would appear to be 
a desirable piece of equipment once the middle period of life has been 
passed. 

Any of the more severe procedures for weight reduction involve a degree of 
dieting which calls for considerable mental stamina to maintain it. ‘These 
are quite unsuitable for the later periods of life, but a reasonable control of 
daily calories, with reduced carbohydrate and fat proportions, is most 
desirable. This must be combined with mild but quite regular increases in 
bodily activity, chiefly by graduated walking exercise. The process must be 
spread over a long time, perhaps six months; no very great change in a short 
time is either to be expected or desired, but the capacity for effort and the 
sense of well-being will slowly improve, and the blood pressure level should 
be watched during the period. 

When, in old age, some normal activity must be given up for a time, it 
is only recovered with great difficulty. The man of seventy-five who can 
walk five miles a day and enjoy it, finds such a capacity extremely difficult 
to recover after he has been confined to bed with a coryza for a fortnight. 
Cicero was well aware of this difficulty, and it will be remembered that he 
describes how he retained his remarkable memory by a planned and con- 
scious effort. ‘The same is true of the digestive process, and if the diet of the 
aged has to be reduced for a short time, it is often far from easy for them to 
return to a more normal food intake. This form of adaptation is well known 
in the field of carbohydrate metabolism and is readily seen from the varia- 
tion in sugar tolerance after a period of high, as compared with a period of 
low, carbohydrate intake. 


DIETARY TIMETABLE 
A whole series of problems arises in arranging the food timetable of later 
life. Such do not arise during active working years because occupational 
calls predetermine what can be done. Breakfast in bed is a case in point. It 
is usual for those over the age of eighty to take the first meal of the day in 
that way, possibly for the convenience of the household or possibly because 
it allows more leisure for the rather long process of bathing and dressing. 
But there are a group of more active octogenarians to whom such an idea 
is complete anathema, and it would be as unwise as unkind to interfere with 
their habits, particularly since no real advantage could be indicated. 
If breakfast is a protein meal and evening dinner still more so, then it 
will be necessary for the mid-day meal to be low in protein content to keep 
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the daily calories within their proper limits; so this meal should be small and 
light. The rationed supply of meat, small in quantity and inferior in quality, 
has done much to make this arrangement a necessity. A mid-day rest is of 
value, partly because it is often required after the activity of the first half of 
the day, and partly to allow time for the circulatory adjustments which are 
called for by the digestive processes. 

The evening meal, when the main meal of the day, may wisely be retained 
for older people as a family ritual, such as was the case in Victorian times. 
The absence of hurry, the fact that the day’s work is completed and that the 
family can enjoy each others’ company, are all factors which make for satis- 
factory digestion. 

The process of food absorption is a conditioned reflex and it is well known 
that many factors, small in themselves, may make or mar that function. The 
attractive service of meals is more important as age advances, and hunger, 
the best of all sauces, plays a lessening part. The old man whe for some 
trivial reason has lost his temper just before a meal, is as unlikely to enjoy 
it as the one who finds a grub in the cauliflower. It is wise to ensure that 
some fresh fruit is included in the daily djet, and for this reason it seems a 
pity that the dessert course tends to become less popular now that fruit is 
usually available. 

It is often asked how soon after the main evening meal is it wise for older 
people to go to bed. Manifestly much depends upon the habits of the 
individual, for those who read in bed for some time before attempting to go 
to sleep, it does not appear to matter greatly, but for those who expect to 
sleep as soon as they are comfortable in bed, it is unwise to make the attempt 
within an hour of a large meal, not because they may fail to sleep, but be- 
cause they are so liable to awaken an hour or so later and fail badly at the 
second attempt. Public advertisement has made us only too familiar with 
‘night starvation’, and the small amount of food required by older people 
makes this more likely than in earlier years, so that it is a wise precaution 
to keep some nourishment by the bedside, for it is a common experience 
that a wakeful night may be avoided by taking a couple of biscuits and a 
little milk. 

If we agree that fluid requirement and fluid loss remain much as before in 
older people, this does not tell us in what form the fluid should be taken, 
but the increased tea ration for those over seventy might suggest the answer. 
Such an opinion is open to doubt, and much might be said for an increased 
alcohol ration, if we are prepared to consult individual tastes. A little whisky 
as a nightcap is reputed to help sleep, and a little wine with meals is supposed 
to improve the appetite. It may well be supposed that in small quantity the 
medicinal effect of either is negligible. But if older people derive any 
pleasure, or a sense of well-being, from it, taken in reasonable quantity, to 
deprive them of it will confer no material benefit and will cause the loss of 
yet another pleasure when they have already lost so much. 
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THE PSYCHOLOGICAL ASPECT 


The readiness with which fatigue occurs is perhaps the most striking of all 
the changes which accompany old age, and this may reach a stage at which 
the appetite fails. entirely. The process of recovery is then slowed a great 
deal and if such a process is repeated frequently, breakdown is sure to occur. 
‘ It is noticeable how much more easily fatigue is established when doing 
something which is disagreeable than when occupied with some entirely 
pleasant task calling for the same amount of effort. 

This leads directly to the greatest of all the problems of increasing age: 
if the process can be accepted with a continued happiness then the care of 
the aged is a light and pleasant task, but if every new disability is resented 
and occasions continual repining, then the individual and all his associates 
will be made miserable. Browning’s words of Rabbi Ben Ezra may be 
remembered : 

‘Grow old along with me! 
“The best is yet to be, 
*The last of life, for which the first was made’. 

The highest art of life is to grow old gracefully and to be thankful for the 
degree of activity in mind and body which remains, rather than complain 
constantly of the numerous and increasing limitations. Plato tells us, in his 
account of the meeting of Socrates and Cephalus, some of the factors which 
lead to a comfortable old age, reminding us that life flows more quietly, that 
we are delivered from the dominance of active passions, and that the evening 
of our lives may surely be as charming as the Indian summer of a Forsyte. 
It is the experience of most that a happy and contented old age allows life to 
flow smoothly, whereas for those constantly kicking against the pricks, it is 
likely that their digestion will be as complaining and irregular as their tempers. 

For each individual there comes a time when choice must be made be- 
tween taking care of a waning health and strength, on the one hand, in the 
hope of adding length to life, and on the other, continuing to lead as active 
and interesting a life as possible in the determination to meet what may come 
with as good a grace as may be. It seems, however, that those who enter 
upon a valetudinarian existence, with the aid of their relatives, are con- 
stantly anxious about their diet, as about everything else, and life seems to 
degenerate into a persistently unsolved riddle, destructive of their own peace 
and that of all their friends. 

At the opposite pole there are those who regard ‘safety first’ as the most 
hopelessly foolish cry ever popular in this country. ‘They are quite prepared 
to meet disaster in whatever form it may arise, but they are willing to make 
no sacrifice to it and very little compromise. These are the people who seem 
to enjoy the later years of their life and such make no extravagant claims 
upon the dietitian—they are prepared to take all that a kindly nature may 
bestow. For such, the one obvious and possible disaster is grave and pro- 
longed illness. When this occurs their dietary requirements must be appro- 
priate to the particular disease which lays them low. 
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DIET IN ILLNESS 


In so far as dietary treatment is helpful in the treatment of their illness, 
older people differ little from those suffering from the same disease at dn 
earlier period of life. There is one side of this problem, however, which re- 
quires care, in that the excretory mechanism may have been slowed up or 
become defective beyond that of the absorptive capacity, and this must 
receive some attention. Here again the question of salt and water meta- 
bolism offers perhaps the major difficulty, whilst vitamin supply also calls 
for consideration. 

Suitable diet in gastric disease is always a difficult problem, but in later 
life this is multiplied many times, and in older people the process of trial 
and error is almost inevitable. The mechanical problem of mastication may 
itself offer an apparent difficulty, but Sheldon (1948) has shown in the course 
of his inquiry that this seems to be a minor matter, even in those who re- 
main completely edentulous. 

In reviewing the whole problem of diet in old age it may be suggested that 
digestion is a conditioned reflex and that any factor which disturbs the con- 
ditions will disturb the process. It would seem wise therefore to interfere 
as little as possible with the habits and Cesires of older people in the matter 
of their food. In particular it is desirable to consider with much care what 
is actually to be gained by any alteration in their diet. Our younger col- 
leagues are so liable to prescribe a diet, distasteful and even irksome, to their 
older patients, when a little more sympathetic consideration would reveal 
that such demands are likely to have but little effect in cure and to offer but 
little help to that end. 

Any interference with diet or mode of life which leads to unhappiness or 
misery in these older folk, is unlikely to help greatly in the mitigation of 
their symptoms, and, in the last analysis, they are free to determine whether 
they will accept the directions offered or whether they will continue to lead 
their lives in any way they may choose and accept the consequences. 


CONCLUSION 
Our modern life and its resources have changed the character of old age, 
which today is more often seen in the form of the well-nourished ‘justice’ 
with his ‘wise saws and modern instances’ than either the ‘lean and slipper’d 
pantaloon’ or the ‘second childishness, and mere oblivion’. For this we may 
indeed be thankful, but it is clear that treatment of old age today differs 
widely from that which might have been suitable in the days of Shakespeare. 


References 


Raper, H. S. (1949): Brit. med. J., ii, 719. 
Sheldon, J. H. (1948): ‘ The Social Medicine of Old Age’, Nuffield Foundation, 


p. 52. 





THE FACILITIES AVAILABLE FOR THE 
CARE OF THE ELDERLY IN THE HOME 


By MARJORY W. WARREN, M.R.C.S., L.R.C.P. 
Physician in charge of Geriatric Unit, and Deputy Medical Director, West 
Middlesex Hospital. 


THE whole subject of the elderly person in the home whether healthy, in- 
firm or sick, is a complex one and each case merits personal attention. 
Fortunately in the majority of cases the healthy and infirm elderly remain 
independent or receive all the assistance which they need from relatives or 
friends. With the others, there is in almost every instance a social, a psycho- 
logical or a medical aspect, and each must be considered in its right per- 
spective. There is the question of loyalty to the individual, to the family and 
to the community to be carefully analysed and advised upon. Should an 
elderly invalid be recommended a bed in hospital when this is not really 
necessary on medical grounds, in order to satisfy relatives or friends, or 
should due care be exercised to reserve such accommodation for those 
patients who need investigation or treatment which cannot be undertaken 
at home and must be given in a hospital? Should an elderly person be en- 
couraged to take a vacancy in a Welfare Home when there is sufficient 
domiciliary help available for him to remain in his own home? 

Before studying the various domiciliary services available for elderly 
persons, it is well to consider certain general principles: 

First, elderly persons should, whenever possible, be encouraged and 
assisted to remain living in their own home, as it is in these familiar sur- 
roundings that they are best and happiest. In all cases therefore where it can 
be arranged, aid should be taken to the home rather than taking an elderly 
person away from the home. 

Secondly, the elderly, when sick, can and should be nursed and treated at 
home -for-many ailments, and this should be arranged whenever possible. 
Under such conditions and surrounded by those who know them best, they 
are more likely to get better quickly, than when moved to strange surround- 
ings in the care of strangers and submitted to an unfamiliar regimen. Many 
become mentally confused and irrational when submitted to such strains. 

Thirdly, it must be agreed that when help of any kind is needed for an 
elderly person the relatives and/or friends are the first who should be called 
upon to give such service. 

At the present time both hospitals and welfare homes for the elderly find 
that the numbers seeking admission far exceed the vacancies. ‘This is in part 
brought about by a failure on the part of all concerned to receive back again 
an elderly person after hospital treatment has been completed, and a 
tendency at times, on the part of irresponsible relatives, to plead for hospital 
accommodation or to seek a permanent welfare home or hostel vacancy when 
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such is not really necessary. This tendency must be watched very carefully 
if the right people are not to be denied a vacancy when it is really needed 
for medical or social reasons. 


DOMICILIARY SERVICES 

With the foregoing facts in mind, and if these principles are to be respected, 
then it is obvious that in many cases considerable domiciliary service will 
be needed, for social and/or medical reasons, and in the prevention of both 
social and medical ills. Such domiciliary services, if properly assessed and 
administered, will greatly raise the general standard of health of all sections 
of the community, as the health of any one section always reacts upon other 
sections, and will add a considerable measure of happiness and feeling of 
security to the elderly themselves. 

Such services as are at present available can be drawn from five sources: 

(1) Relatives and friends 

(2) Consultant services, from members of hospitals 

(3) National Assistance Board 

(4) Local Authorities 

(5) Voluntary Organizations 

Apart from the Nationai Assistance Board, where only a minimum of 
variation will be experienced in different parts, the services available under 
all these headings vary considerably in different cases and in different areas, 
depending upon financial circumstances and personnel available. 

Relatives and friends.—It is obvious that when accepting an elderly patient 
on to his panel or when called out to see an elderly sick person, it is wise for 
a general practitioner to learn as much as possible concerning the family 
history, and especially what relatives are available if help is needed. It is 
also of considerable help to know what is possible of the normal mode of 
life and especially the patient’s contacts with relatives and friends. 

If the medical condition merits treatment at home, relatives or friends 
should be advised of what additional help can be obtained and told why 
admission to hospital is less good and less reasonable. Success in making such 
arrangements will depend partly upon the patient and his relationship with 
relatives and friends, partly upon the ability and willingness of relatives to 
help, and partly upon the practitioner in explaining the general principles 
underlying his decision to treat at home, and on his ability to recruit the help 
which may be needed. 

Consultant services from the hospital—Under the new National Health 
Service Act, it is now possible to call out in consultation specialists from the 
hospital to see patients in their own homes without incurring additional ex- 
pense for the patient. Such services may be called upon when a general 
practitioner feels that he wants a consultant opinion, and also to reinforce 
his own decision to treat at home if he deems this advisable. Alternatively, 
he may send his patient to see a consultant as an out-patient, when advice 
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will be given in a similar way. Such consultations should be freely used, as 
closer contact between the specialist and general practitioner is much needed. 

In addition to such consultation services, a specialist must be called upon 
when a medical appliance is needed, as under the National Health Service 
Act only a medical certificate of recommendation from a specialist is 
accepted. Such certificates are required for all appliances, e.g. belts, trusses, 
wigs, orthopedic appliances including limbs, wheel-chairs, and so on. Ex- 
ceptions are for dentures, and at the present time glasses, when a general 
practitioner considers that a simple refraction is all that is needed. In the 
former case a general practitioner should send a letter of recommendation 
to a dental surgeon, and in the latter case a form O.S.C.I. should be com- 
pleted by him for the optician. 

In passing it should be noted that in his own interests every patient should 
be accepted by a dental surgeon before an emergency makes it imperative to 
seek urgent treatment. : 

The National Assistance Board.—The National Assistance Board deals 
only with monetary grants in connexion with maintenance for food, clothing 
and shelter. Personnel in the service of the National Assistance Board will 
always visit, if asked, such cases of need as are reported to them. The 
address of the local branch can be obtained from the Post Office. 

The Local Authority, including Borough and County Council.—The 
powers of the Local Authority have been very considerably augmented as 
regards domiciliary services since the National Health Service Act came into 
force in July 1948, and these services all operate through the Medical 
Officer of Health. Under broad headings, these services include :- 

(a) Health visitors 

(b) District nurses 

(c) Home helps 

(d) Welfare of the Blind, often operated through a voluntary organization 

(e) Supply of medical aids 

(f) Welfare Service 

It is therefore well for a general practitioner to make contact with his 
local Medical Officer of Health or County Medical Officer, and also to seek 
an introduction to the Superintendent of Health Visitors, the Superin- 
tendent of the District Nursing Service, the Organizer of the Home Helps, 
any local organization working especially for the welfare of the blind, and 
the office through which the medical aids can be obtained. 


HEALTH VISITORS 
Health visitors are employed by the local authority and are highly qualified 
nursing personnel. They are mainly concerned with nursing advice and 
education on health matters in the home, and do not undertake practical 
nursing. Hitherto the health visitors have worked almost exclusively with 
maternity cases and children under school age, but their duties are now ex- 





CARE OF ELDERLY IN THE HOME 159 


tending to embrace the whole family, and much work is being done with the 
elderly in the home. 
THE DISTRICT NURSING SERVICE 

Until the National Health Act began to operate in July 1948, this service 
was a voluntary organization, but it is now officially under the local authority. 
In many cases, however, the local authority has asked the voluntary body to 
continue its own administration, while itself providing a large proportion of 
the money required to operate the service. 

District nurses are too well known to require any introduction here and 
are available as practical nurses (men and women) in the home. ‘The majority 
of district nurses are S.R.N., but in some districts S.E.A.N. are also being 
employed for certain work. In the case of the elderly, and especially those 
who have no relatives or friends nearby, it is often necessary to ask a district 
nurse to call weekly to give a bath, either in the tub or a blanket bath, and 
to give a hair wash. At such times toe nails can be clipped and feet super- 
vised. Any nurse called upon to give such a regular bath service should be 
asked to note the conditions of the feet and report, if necessary, as un- 
comfortable feet from any cause is one of the most common ailments amongst 
the elderly which results in confinement to bed, or at least renders the person 
house-bound with all the attendant disadvantages, physical and mental. 

District nurses are also available for all dressings, under medical super- 
vision, attention to suprapubic and colostomy apparatus, and for injections 
of all kinds in the treatment of patients at home. A district nurse may be 
asked to attend weekly, daily, or more or less often, as required. 


HOME HELPS 

This is a comparatively new service and works under the local authority. 
In many localities there is now an organizer of home helps who is responsible 
for recruiting and running the service, and introduction to her is most help- 
ful from the point of view of discussing general principles, details of her 
particular service and individual cases. For example, whenever possible, 
home helps who like and understand the elderly should be employed in 
work for them; and few changes to individual persons should be made, as 
the elderly are conservative and do not tolerate changes well. 

Home helps are not nursing personnel and should not be asked or expected 
to undertake any nursing duties. The majority of home helps are women, 
but there are some men in the service and their function is to do, as nearly 
as possible, what would be undertaken by a relative or a good friend or 
neighbour. Duties include domestic work of all kinds (and the personal 
needs of individual elderly persons vary considerably), washing, cooking, 
shopping, mending and sometimes even letter writing. A home help may 
be asked to give one or several hours daily or two or three hours once or 
twice a week, or occasionally in special cases a home help may go into a 
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home for much longer hours daily for a short period of time—but all these 
points are matters for discussion. 

Local authorities vary considerably in the size of their home help or- 
ganization, depending upon their budget, the need for the service and local 
recruitment. So far in most districts there is no real difficulty in recruitment, 
but it is obvious that as the service becomes better known and more ex- 
tensively used there may well be a shortage. 

The advantage of this valuable service in connexion with the elderly 
cannot be overestimated. In addition to the actual work done by the home 
help, her visit is of great benefit, especially to one who lives alone, as it is a 
regular contact with the outside world and one which can give much 
satisfaction and can be relied upon. The service is a paid service and the 
local authorities fix rates of pay. In any case of difficulty in this connexion 
the organizer of the home helps should be consulted. 


WELFARE OF THE BLIND 
The welfare and care of the blind are now the responsibility of the County 
Council, but as there are in existence many well-organized and active 
voluntary associations concerned with this work, it is not uncommon to 
find the county authorities operating through such a service. In fact, where 
there is a voluntary organization, it is more usual for the County Council to 
ask them to undertake the care of patients in their area. 

First, in the case of a blind person it is important that he should be 
registered as such, as he is then entitled to a small additional monetary 
grant, which is dispensed by the National Assistance Board. Such registra- 
tion can be undertaken only by an ophthalmic surgeon approved for this 
particular type of work. In addition to the monetary grant, there are 
numerous other services available. ‘These include provision of a white stick, 
which easily marks a blind person and assures him extra consideration from 
the public; opportunities for instruction in the use of Braille type; libraries 
for the blind, and visiting. It is obvious that in many cases without such 
services a blind person may be in serious need of help and very lonely indeed. 

Like all voluntary services, those working for the blind are not uniformly 
distributed throughout the country and therefore local knowledge is es- 
sential, and an introduction to the local organization most beneficial. When 
it is considered that even with all the domiciliary services available to the 
blind, an individual cannot be properly or safely cared for at home, then a 
request should be made for a vacancy in a Home for the Blind, and such 
request should be made to the County Council. It should be noted, however, 
that such homes only admit persons who are blind, but otherwise indepen- 
dent, and that at the present time vacancies are in short supply. 


SUPPLY OF MEDICAL AIDS 


The local authority is empowered to provide a number of aids of an im- 
personal nature for the use of patients in their own homes. Such articles 
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include mackintoshes, air-rings, bedpans, commodes, bed rests, bed cradles, 
and the like. Medical appliances do not come under this heading, and when 
in doubt the local authority should be consulted. The provision of these 
articles is on loan and the local authority is entitled to ask for a deposit 
and/or charge a regular rate for use. 

In most areas this service is operated through a voluntary organization, 
e.g., the Red Cross. 


WELFARE SERVICE 

The County Council Welfare Department operates through its local area 
welfare officers and includes the provision of places in County Council 
Homes, care of cases of eviction and of other homeless persons. ‘The County 
Councils also deal with persons considered to be of unsound mind, through 
the duly authorized officer. In an emergency the name and address of the 
local area officer and the duly authorized officer can be obtained from the 
police, and at other times through the Town Hall or County Medical Officer 
of Health. 


VOLUNTARY ORGANIZATIONS 


From the very nature of their origin and the work which voluntary bodies 
undertake, it is obvious that their services cannot be uniform throughout the 
country, and what pertains in one district may not be available in another. 
A general practitioner is therefore advised when going into practice to 
acquaint himself with ‘the local strength’. Generally the local authority 
will give this information. In some districts, it may be the Red Cross, 
National Old People’s Welfare or Women’s Voluntary Service, whilst in 
others it may be the Quakers or one or other of the religious denominations. 
But in all cases, personal contacts and inquiry will be the only satisfactory 
means of learning what amenities are available through the various channels. 
At the present time, it may fairly be said that the voluntary bodies do 
largely help to fill the gaps and, as already indicated, some of the work of the 
local authority is operated through the voluntary societies. It would be im- 
possible to cover all the services rendered by the voluntary bodies, but the 
following notes may be of help: 

Provision of medical aids.—A number of voluntary bodies, particularly 
the Red Cross, issue on loan, medical aids such as have been enumerated 
under the heading of Local Authorities. 

Provision of wireless sets.—It is now possible on an application by a 
medical officer or a social worker to obtain a wireless set for a bedridden 
or house-bound patient, and such an amenity for those who are interested 
has obviously great advantages. ‘The society through which this operates is: 
“The Greater London Society for Wireless for the Bedridden’, 32 Ellerton 
Road, London, 5.W.18. Another body which may sometimes help with this 
service is the local rotary club. 
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Library service.—Some voluntary organizations, notably again the Red 
Cross, provide travelling libraries for those who are unable to make use of 
the ordinary library facilities. They take a selection of books for the patients’ 
choice and make regular visits. 

Meals on wheels.—A number of voluntary bodies, notably the Women’s 
Voluntary Service, provide a domiciliary meal service on request from a 
general practitioner or social worker. Details of the service vary in different 
parts according to the facilities available, e.g., the number of voluntary 
helpers, and transport. In some districts the work started by a voluntary 
organization is being taken over by the local authority. The service is not 
free, but the charges for meals are modest. 

Visiting.—This is perhaps one of the most valuable services given by the 
voluntary bodies. It provides not only a personal contact, conversation and 
perhaps small personal services such as letter writing, telephoning, reading, 
mending or shopping, but also provides an opportunity of real friendly 
care of an elderly person. Such visits are very welcome and should be 
encouraged. 

Clubs.—Many voluntary bodies have formed clubs for elderly persons 
commonly known as ‘Darby and Joan Clubs’, ‘Over Sixties’, and so on, 
and these provide a meeting place for many lonely folk and again afford an 
opportunity for hearing of needs. ‘These clubs vary considerably in nature, 
amenities, frequency of meetings and activities. The large and regular 
attendances leave no doubt as to the need for such places of recreation and 
diversion. 

Occupational and diversional therapy.—Some voluntary organizations pro- 
vide occupational or diversional therapy for the house-bound when this 
seems advisable, and a good deal of diversional therapy is arranged for by the 
clubs. 

Services for the blind, the deaf and dumb.—The former have already been 
mentioned. Corresponding services for the deaf and dumb, and clubs for 
them are provided in certain areas. 

Sitters-in and sitters-up.—These services are special amenities provided 
in only a small number of districts and depend largely upon the need and 
the recruitment of voluntary helpers available. It is obvious that voluntary 
help to sit-in with an elderly invalid who would otherwise be alone all day 
while workers are out, or to relieve so that a young married couple can go 
out together, or again to sit up with an elderly person who needs little night 
attention in order to relieve a worker of such night duties, is extremely 
valuable, but must only be sought if there are no relatives or friends who 
could be called upon. This service is at present very limited. 

Homes.—'\he voluntary bodies of all kinds have done a major work in the 
provision of Homes of all kinds, which are an example of what variations and 
intelligent experiments can provide. Homes may be for permanent or short 
stay cases, and may be mixed or not. 
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OTHER SERVICES 
Apart from those services already described under the appropriate headings, 
three other services should be mentioned for the various reasons given 
below. 

Physiotherapy in the home.—This is a service which should be used in a 
very limited way only, for two reasons:—(1) Trained physiotherapists are in 
short supply and it is obvious that a widespread demand for domiciliary 
treatment would reduce the working hours available for their professional 
work. (2) It is infinitely better for an elderly person who needs physio- 
therapy to have this with others where a healthy rivalry and spirit of com- 
petition accelerate progress. It is therefore preferable, whenever possible, to 
provide such treatment in the out-patient department of the nearest hospital, 
obtaining transport when required. If these points are kept in view, this 
service will be restricted, as it should be, to a very few carefully chosen cases. 

Domiciliary laundry service.—This is a service which is much needed and 
is already under discussion at high level between local authorities and 
Regional Hospital Boards. There are, however, a few districts in which a 
limited service is already in operation. General practitioners who have 
suitable patients for this service should therefore apply to the local authority 
and, failing this approach, to any voluntary body in the area. 

Chiropody service.—This service is also much needed as the care of the 
feet among the elderly is one of the most valuable preventive measures 
against ill-health. The need is recognized by all and there is evidence that 
the service may be started on a big scale in the future. At the present time, 
in some districts the local authority has already made a start, and in others 
the voluntary bodies are giving some service. General practitioners are 
therefore advised to make known all cases which need such service, as the 
demand will probably act as an incentive to create the service where this 
does not already exist. 


CONCLUSION 
If any general practitioner has difficulty in finding out what voluntary 
services are available in the area of his practice by the means suggested, he 
should either get into touch with an almoner at the nearest general hospital 
or write to the General Secretary of the National Old People’s Welfare 
Committee, 26 Bedford Square, London, W.C.1. 

Finally, in using domiciliary services for the elderly, two golden rules 
must be applied—first, to put the patient into touch with the correct ser- 
vice or services, and secondly, to use the services carefully and providently, 
both in the interests of the patient and of the community. 








AIR EMBOLISM 


By C. ALLAN BIRCH, M.D., F.R.C.P. 
Physician, Chase Farm Hospital, Enfield, Middlesex. 


ALTHOUGH most practitioners will never meet a disaster from air embolism, 
a brief armchair discussion of it may be of value in revising the anatomy and 
physiology of circulatory pathways. The subject is not merely of academic 
interest. Knowledge of its mechanism may lessen the risk, and life may be 
saved by prompt emergency measures when the accident occurs. 

An air embolus differs from a solid embolus in several ways. Whilst solid 
material will pass with the blood stream and stick in a vessel of its own 
diameter, the distribution of air is partly determined by the simple fact that 
bubbles in fluid will rise, and so air tends to reach the highest vessels. It 
has been shown experimentally that air bubbles do not pass into vessels of 
less than 40y in diameter. Bubbles of this size in blood behave more like 
plastic solids than viscous liquids. The effects of air embolism are produced 
not only by mechanical blockage of blood flow, but also, since air is irritant 
to the vessel, by peripheral vascular spasm distal to the embolus, such as 
occurs with solid emboli. 

Apart from air embolism there are few causes of the appearance of gas in 
blood vessels. Decomposition and gas gangrene are unlikely to confuse the 
pathologist and in the case of the ‘bends’ (caisson disease) the history will 
be clear. Occasionally, however, air gets into cerebral cortical vessels when 


the skull cap is taken off at autopsy, and it may enter the neck and other 
veins when these are severed. Therefore in performing an autopsy in a case 
of possible air embolism, the brain should be examined before the neck 
veins are opened or other organs removed. 


TYPES OF AIR EMBOLISM 

These are sometimes called cardiac and cerebral, but in this classification 
coronary artery embolism might be thought to be cardiac, whereas it has 
the same mechanism as cerebral (arterial) air embolism. A better classifica- 
tion is venous or pulmonary air embolism, and arterial (cerebral, coronary 
and skin) air embolism. It will be seen later, however, that air may reach 
the brain by venous as well as by arterial routes, so that classification cannot 
be based entirely on the route or entirely on the organ involved. 


VENOUS OR PULMONARY AIR EMBOLISM 
Venous or pulmonary air embolism is simple in its mechanism. Air enters a 
systemic vein and so reaches the right side of the heart. The accident is most 
likely to be fatal if a large quantity of air enters a large vein near the heart, 
as when a poorly filled vein is incised and held open by retraction of the 
edges of the wound. ‘This mechanism is responsible for the very rapid death 
which sometimes follows a suicidal throat wound. During neck and axillary 
operations it is less likely to occur if the head is low, so that the veins are 
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distended. It should be remembered also, that damage to pelvic veins is 
more liable to be followed by embolism when the patient is in the Trendelen- 
burg position than when the position is more flat. 

Venous air embolism has also complicated numerous procedures, such as 
operations on the intracranial venous sinuses; irrigation of the maxillary 
antra and a submaxillary abscess; Eustachian tube insufflation; perirenal in- 
sufflation; filling the bladder with air; and aero-urethroscopy in the presence 
of urethral hemorrhage. It has complicated many intra-uterine manipula- 
tions; criminal abortions; vaginal insufflation; tubal patency tests; manual 
separation of the placenta; and Caesarean section. It has even occurred 
during normal delivery at term. 

Occasionally, but rarely nowadays, air embolism complicates an intra- 
venous infusion, but it may do so (1) if the tubing is loose or cracked or 


1. DO NOT APPLY 
POSITIVE PRESSURE 


2. USE A DRIP BULB 
CONTAINING A GLASS 
FLOAT 


3. MAKE SURE THERE 
1S NO LEAK IN THE 
SIDE TUBE OF THE 
DRIP BULB 


4. BEWARE OF OLD 
CRACKED TUBING 





5. PLACE THE SCREW 
CLAMP NEAR THE 
NEEDLE RATHER THAN 6. TAKE A LOOP OF TUBING 
NEAR THE DRIP BULB BELOW LEVEL OF ARM 
VEINS 


Fig. 1.—Prevention of air embolism compicating intravenous drip transfusion. 
incompletely emptied of air; (2) if the level of fluid in the bottle falls below 
the orifice of the exit tube; or (3) if positive pressure is created in the bottle 
by a Higginson’s syringe, when the level of blood has fallen below the top 
of the filter or when the filter is partly blocked (fig. 1). 
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Simple experiments (Devas, 1942) have shown that air is less likely to 
enter the cracked rubber tubing below a blood bottle if the regulating clip 
is near the vein rather 
than, in the more 
usual position, near 
the bottle (fig. 2). A till, iil id 
useful safety device to THE BOTTLE THE ARM 
avoid air embolism of 
this kind is a special 
drip chamber contain- 
ing a ground-glass 
float, which effectively 
seals the exit should 
the bottle run dry (fig. 

3). An additional pre- sale 
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SCREW CLAMP 


. . TIVE PRESSURE POSITIVE PRESSURE 
caution 1s to arrange IF TUBING IS CRACKED iF TUBING IS CRACKED 
the tubing to form a aie AD LESS 
loop below the level 
of the patient’s vein. 

In pulmonary air 
embolism, death takes 


e ° CRE 
place from acute right- oe 


sided heart failure. 
To quote Cohnheim 
(1889): “The right 
heart being per- fis 


2.——The position of the screw clamp in the prevention 
manently flled with of air embolism complicating intravenous drip transfusion. 
air, the entrance of blood from the systemic veins is, of course, 
impossible, and in consequence the pulmonary circulation, and then the 
entire aortic circulation, ceases’. Blockage of the outflow tract of the right 
ventricle by an air bubble has been demonstrated by transillumination of the 
right ventricle in experimental air embolism in animals with the thorax 
open. These experiments of Durant, Long and Oppenheimer (1947), suggest 
that the factors which determine a fatal outcome are: 

(1) The amount of air entering the vein; a larger amount being more 
serious than a smaller amount. 

(2) The speed of injection: A small amount of air entering rapidly may 
have serious effect, whereas large amounts entering slowly will be well 
tolerated. 

(3) The position of the patient. This is most important. Animal experi- 
ments have clearly shown that when lying on the back or right side the 
outflow tract of the right ventricle is obstructed by an air trap, and that this 
is displaced and lies below the body of the right ventricle when the animal 
lies on its left side. In this position, the obstruction is relieved and blood can 
flow through the pulmonary artery. 
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ARTERIAL AIR EMBOLISM 
There are several routes by which air may reach the brain and the arteries 
of other organs, such as the heart and 
retina. 

Route 1: via a pulmonary vein.—The 
most obvious pathway is via a radicle 
of the pulmonary vein, entered by a 
needle during pneumothorax therapy. 
Air then reaches the left side of the 
heart and aorta (fig. 4). The accident 
may also complicate such operations 
as the opening of a lung abscess or the 
irrigation of an empyema, and in- 
deed, this route was first demonstrated 
accidentally by Brandes (1912) when’ 
bismuth paste injected into a thoracic 
sinus was found after death in the 
cerebral cortical vessels. 

Sometimes cerebral air embolism 
has occurred when little or even no 
air has been injected into the pleural 
space. In such cases, the probable 
His. a--~ Dale bet wlth Gens few mechanism is that a pulmonary venule 

to prevent air embolism. has been punctured and air has been 
drawn into it from the lung itself, because on inspiration the pressure in the 
vein is less than atmospheric. The fact that air embolism does not compli- 
cate puncture of normal lung may be explained on the ground that the 
opening in the vein is not held open by a lung made rigid by disease; and 
the fact that air embolism does not complicate hemoptysis must have to do 
with the relative pressures in the bleeding vessel and the alveoli. 

Route 2: paradoxical embolism.— Although it has been possible in dogs to 
get air through the capillary bed of the lungs to the left heart and brain, it 
is doubtful if enough air could take this route to cause symptoms in man, 
and when cerebral air embolism follows injections into a systemic rather 
than a pulmonary vein, paradoxical embolism via a patent foramen ovale is 
more probable (fig. 5). An objection to this mechanism is the fact that the 
flow through a patent foramen ovale is normally from left to right, and also 
that the pressure in the left auricle in these cases is greater than in the right 
auricle. There is no doubt, however, that paradoxical embolism can occur, 
as was first demonstrated by Cohnheim in 1877, and a photograph published 
by Thompson and Evans (1930) shows a long embolus held in its middle in 
the foramen ovale and coiled on either side in the right and left auricles. 

Route 3: via the azygos and internal jugular veins.—Air may form a large 
bubble in the azygos vein and superior vena cava and then rise against the 
blood stream and reach the cerebral venous sinuses (fig. 6). Air has been 
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Fig. 4.—Showing the route taken by air entering 
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found in the cerebral veins and not the arteries in some cases. This route may 
explain those cases in which cerebral symptoms come on only after the 
patient sits up following an intravenous infusion. It may follow artificial 


the left heart from a pulmonary vein. a patent foramen ovale. 
pneumothorax therapy if air enters an intercostal vein and so reaches the 
superior vena cava. Should the lung be punctured and a bronchial vein 
entered, air might also take this route via the azygos veins. As bronchial 
veins also drain to the pulmonary vein, the embolus could also reach the 
arteries of the brain via the left heart and aorta. 

Route 4: via the paravertebral venous plexus.— Batson (1940) demonstrated 
this pathway (fig. 7) in studying the distribution of metastases from pros- 
tatic carcinoma. Injections of radio-opaque material into the dorsal vein of 
the penis in monkeys passed, as one would expect, v7a the inferior vena cava 
to the heart, but when this route was partially obstructed by abdominal 
pressure, the material began to appear in the vertebral plexus of veins and 
within the skull. Raised intra-abdominal pressure, as in coughing, might 
play a part in determining the distribution of air entering a leg vein during 
an infusion. This paravertebral plexus is a low-pressure system without 
valves and probably acts as a by-pass for the systemic system during cough- 
ing and straining. 

It is possible for more than one route to be followed by air emboli, and 
such a case has been described by Philip (1949) following thoracoscopy. 
Air bubbles were found in cortical vessels and the superior longitudinal 





Fig. 5.--Showing route of air embolus via 
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sinus, evidently having reached there by the paravertebral plexus, and also 
in the basal arteries, having reached them by a patent foramen ovale. 
So much for the routes by which air may enter the arteries. Its distribution 


PARTIALLY OBSTRUCTED 
BY INCREASED | 
INTRA-ABDOMINA 


PRESSURE - 
a) 


Fig. 6.—Showing a venous route taken by Fig. 7.—Showing route of air embolus to 
an air embolus to the brain. the brain via the vertebral venous plexus. 
seems to be determined by the simple fact that bubbles of air in fluid will 
rise, and so air will tend to pass to the cerebral and coronary vessels. 
Mild symptoms following needling of the pleura used to be attributed to 
‘pleural shock’. It is known that in animals stimulation of the inflamed 
pleura may cause lowering of blood pressure and slowing of the heart and, 
whilst it is probable that similar effects can occur in human beings, it is 
generally agreed that the more serious accidents following needling of the 
pleura, and particularly if there are neurological signs, are really due to 
cerebral air embolism. 
SYMPTOMS 
Symptoms are caused by obstruction to vessels in the brain, heart and retina, 
although the cardiac part of the picture may be obscured by the more 
dramatic cerebral effects. The symptoms are dizziness and faintness, fol- 
lowed by loss of consciousness and, in some cases, convulsions. When con- 
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sciousness returns, weakness of limbs, visual defects and paresthesia may be 
found; breathing is depressed, and cyanosis appears. Varying degrees of 
peripheral circulatory failure, as shown by a fall in blood pressure, a thready 
pulse and cold clammy skin, may be found. Van Allen and Hrdina (1929) 
showed by injecting air into the pulmonary veins of animals that both cere- 
bral and coronary embolism played a part in causing death, but that with 
the head raised much smaller amounts of air would cause death than when 
the head was low. The maximum tolerated dose of air was 0.5 ml. per kg. 
with the head up, 1.5 ml. per kg. with the head horizontal, and 3.3 ml. per 
kg. with the head down. 

In the excitement of the emergency, specific confirmatory signs may be 
forgotten, but a cool-headed physician may discover evidence of air in certain 
vessels. Bubbles may be seen streaming through the retinal arteries; blanch- 
ing of portions of the tongue may be seen (Liebermeister’s sign); and marble- 
like mottling of the skin in the upper part of the body. So-called ‘air bleed- 
ing’, or escape of bubbles from a small incision in the uppermost part of the 
body, has been described. 

TREATMENT 


(1) Withdraw the needle as soon as any untoward symptoms appear. 

(2) Lower the head. This may prevent more air reaching the brain. 

(3) Turn the patient on to his left side. In this position obstruction to the 
pulmonary artery is less likely to occur than in the dorsal or right lateral 
position. In the case of air reaching the left side of the heart (arterial air 
embolism and paradoxical embolism), it is least likely to enter the coronary 
arteries when lying on the left side. ‘This is because the right coronary artery 
arises anteriorly from the right aortic sinus, and the left coronary artery 
arises mesially from the left posterior aortic sinus. In the left lateral position the 
uppermost part of the aorta will be that from which no coronary artery arises. 

(4) In the case of pulmonary air embolism an attempt may be made to 
aspirate bubbles from the heart. 

(5) Analeptics (nikethamide, 2 ml.) should be given as necessary. 

(6) Pure oxygen should be given by inhalation. This is known to wash 
out nitrogen. Most of the gas pressure in the tissues is exerted by nitrogen. 
When pure oxygen is breathed, the plasma is saturated with oxygen, and 
when this is used up in the tissues the gas pressure in them is below at- 
mospheric, and the rate of absorption of air in the tissues is accelerated. 
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By E. W. PROSSER THOMAS, M.D. 

Physician for Diseases of the Skin, National Temperance Hospital, London. 
DYEING and ‘tinting’ the hair, in common with other cosmetic aids and 
embellishments, have been practised from very early times; the ancient 
Chinese, for instance, are reputed to have used lead combs dipped in 


vinegar for ‘restoring’ grey hair. 
Until comparatively recently the only dyes available were either natural 
vegetatle colours or metallic salts, sometimes used in combination. ‘These 


preparations have the advantage of being relatively harmless but are 
wsthetically unsatisfactory for various reasons, and are also somewhat 
difficult and tedious to apply. The craft of hair dyeing was revolutionized 
in about 1880 by the discovery of the synthetic organic dyes, para- 
phenylenediamine (‘para’) and allied chemicals. ‘Para’ was first employed for 
dyeing furs and feathers and was found to be so effective that it was applied 
to the human hair with equal success; it has now largely supplanted the 
older methods. Unfortunately, para dyes, although they are not so deadly 
as is sometimes proclaimed in medical literature, are potential irritants, 
capable of setting up serious ill-effects in the occasional person. 


TYPES OF DYES 
Four classes of hair dyes must be considered: vegetable colours, metallic 
salts, compound dyes, and organic synthetic dyes. 

Vegetable dyes.—These are natural dyes derived from various plants and 
woods. They act simply by depositing colouring matter on the hair. ‘There 
are a large number of such dyes, of which henna is the oldest and the best 
known. Henna is obtained from a small shrub, Lawsonia inermis, which 
grows chiefly in North Africa and the Near East. A paste is made by adding 
boiling water to the powdered leaves and is rubbed into the hair; for less 
intensive dyeing an aqueous extract can be used as a hair rinse, shampoo or 
as henna ‘tea’. Various shades of red are obtained, according to the con- 
centration of the henna and the length of application. Henna is also some- 
times combined with other natural plant colours, such as indigo, to produce 
black to light-brown shades. Dermatitis from henna has not been reported. 

Various other natural colours from plants, herbs and woods are used as 
hair dyes, especially by country folk; these include decoctions of barks of 
trees, such as logwood, extracts of walnut shells, camomile flowers, sage, and 
so on. Vegetable extracts, e.g. rhubarb, are sometimes used as ‘brighteners’ 
for blond hair. 

On the whole, vegetable dyes in their pure form are quite safe, but with 
all of them it is difficult to get a constant and reliable shade and the colour 
is not lasting. 

Metallic salts.—-Dyes in this group consist of a weak solution of one of the 
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salts of metals, such as lead, silver, mercury, copper or tin. They act by 
entering into chemical combination with the sulphur of the hair keratin to 
form a sulphide, which is deposited on the hair shaft. The oldest ‘dyes’ of 
this class are lead salts, which are mostly solutions of lead acetate. 

Metallic salts are progressive dyes requiring several applications to pro- 
duce their effect, and thus are most often used at home. As they act slowly 
when not combined with a developer they are sometimes represented as 
being capable of restoring the natural colour to grey hair by stimulating the 
formation of melanin. Silver nitrate is a popular ‘restorer’ of this type and 
produces shades of light brown to black after exposure to light. A more 
rapid effect is obtained by combining silver nitrate with a developer, such 
as pyrogallic acid, which reduces the metallic salt with the liberation of free 
silver; the latter combines with the sulphur in the hair to form a dark film 
of silver sulphide. 

Dermatitis from lead dyes has not been recorded. Irritation of the skin 
may occur from sensitivity to one of the ingredients in a hair restorer but 
is more likely to be due to the preliminary alkaline shampoo used for re- 
moving sebum on the hair. There is no appreciable danger of lead poisoning 
because inorganic lead salts are not absorbed through the skin (Schwartz 
and Peck, 1947). Obviously, however, careless mouth contact with the 
comb should be avoided. Silver dyes can cause dermatitis and also con- 
junctivitis. Argyria has been recorded from the absorption of silver into the 
circulation. ‘The prolonged use of metallic dyes may cause the hair to be- 
come brittle. Cosmetically, the variety of shades obtainable with metallic 
dyes is limited and, if they are used unskilfully, odd colours may result, 
such as peculiar purple or greenish tints. 

Compound dyes consist of combinations of vegetable colours with metallic 
salts; for example, pyrogallic acid, copper sulphate, and burnt sienna may 
be mixed with powdered henna in varying proportions to obtain different 
shades. Hair dyes of this type have long been popular in Oriental countries. 

Synthetic organic dyes, of which para-phenylenediamine is the prototype, 
are oxidation coal tar dyes. Para is usually applied in a 1 to 3 per cent. 
aqueous solution, according to the depth of shade required, the hair having 
first been shampooed to remove sebaceous matter and thus make it easier 
for the dye to penetrate the hair shaft. After about ten minutes an oxidizing 
solution or ‘developer’, such as hydrogen peroxide, is used and the hair is 
then shampooed again to remove any excess of dye. 

As para dyes are the most zsthetically satisfactory of all hair dyes, they are 
likely to maintain their popularity in spite of the appreciable risk attached 
to their use. It has been estimated that, since the discovery of para, nine 
times as many cases of dermatitis have been reported caused by this hair 
dye than by any other single cosmetic (Schwartz and Peck, 1947). Various 
related chemicals are sometimes used instead of para itself but, although less 
toxic, they are not so effective. 
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HAIR BLEACHES 


Hair bleaches usually consist of a solution of hydrogen peroxide with weak 
ammonia and are preceded by a shampoo to remove the sebum on the hair. 
The pigment in the hair shaft is oxidized and decolorized by the nascent 
oxygen, the alkali acting as an accelerator. To obtain a ‘platinum’ effect the 
hair is rinsed, after bleaching, with a weak solution of a blue dye, such as 
methylene blue. Dermatitis can occur occasionally from any alkaline hair 
rinse. Frequent bleaching may make the hair dry and brittle. 


‘PARA’ DERMATITIS 


Hair dyes of the para-phenylenediamine group are potential skin irritants in 
the class known as sensitizers; namely, they are contact allergens able to 
create a state of epidermal sensitization, which manifests itself as an 
eczematous dermatitis in the area of contact. Of course, only a small pro- 
portion of those exposed acquire sensitization and react in this way. An 
estimate published some years ago that 4 per cent. of the general population 
have an idiosyncrasy towards para-phenylenediamine is now regarded as 
being far too high; nevertheless, para is one of the most ready of skin sensi- 
tizers and is responsible for nearly all cases of hair dye dermatitis seen by 
dermatologists, as well as being a cause of occupational dermatitis among 
hairdressers. 

Para dermatitis may occur after only a few applications or not until the 
dye has been used repeatedly for years. Occasionally the skin reacts ap- 
parently to the first and only application, which is difficult to explain, for 
the existence of a primary and innate idiosyncrasy is doubtful. In such 
cases a history may be obtained of dermatitis on the neck, perhaps many 
years earlier from a dyed fur collar, which would have established the 
sensitization; or previous contact dermatitis may have occurred from para- 
dyed shoes. It is also possible that cross-sensitization has taken place with a 
substance having a basically similar chemical structure to para-phenylene- 
diamine. For example, it has been shown that in some cases of dermatitis 
due to local anzsthetics, such as procaine and benzocaine, the skin is also 
sensitive to para-phenylenediamine. Likewise, cases of nylon stocking sen- 
sitization due to hypersensitivity to azo dyes used in dyeing the stockings 
have been found to be sensitive also to para-phenylenediamine. Other in- 
teresting experiments on cross-sensitization of a reverse kind have been 
carried out recently by Baer and Leider (1949), who found that in a pro- 
portion of subjects with known eczematous hypersentitivity to para- 
phenylenediamine the ingestion of azo dyes, which may be present in 
various foods, drugs and cosmetics, caused exacerbations of skin lesions and 
increase in itching. Such substances may behave as ‘secondary allergens’, 
having in themselves little or no capacity to sensitize but being able to elicit 
reactions in skin already sensitized by a chemically related ‘primary allergen’. 
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Clinical appearances.—Within a variable period of the hair being dyed, 
usually not exceeding twelve hours, the scalp begins to irritate, prick and 
burn. These symptoms are soon followed by an erythematous dermatitis, 
generally proceeding to weeping and crusting, which extends over the scalp- 
margins to the forehead, ears and neck. The acute reaction is nearly always 
accompanied by swelling of the face, and particularly of the orbits, which 
may be gross enough to close up the eyes completely; indeed, some degree 
of orbital edema is characteristic of para dermatitis. Serious damage to the 
eyes, in the form of conjunctivitis, chemosis or corneal ulceration, may 
occur, especially if the dye has been used on the eyebrows or eyelashes. In 
severe cases the dermatitis may disseminate to other parts of the body, par- 
ticularly the extremities, as an urticarial or even a bullous erythema. The 
dermatitis may also become complicated by pyogenic infection, such as im- 
petigo, folliculitis or furunculosis, which in turn may cause inflammation 
of regional lymph nodes. If the reaction has been fierce the skin may be slow 
to heal completely and is likely for many months to be non-specifically sen- 
sitive to external stimuli, such as sun, cold winds, changes of temperature, 
soap, friction, sweating and so on. 


TREATMENT 
A patient with severe para dermatitis should be put to bed, preferably in a 
hospital where competent skin nursing is available. To allay anxiety, 
sedatives should be given, such as phenobarbitone, } grain (32 mg.), two or 
three times a day, and also an antihistamine drug, such as ‘phenergan’, 25 
mg. morning and evening. The whole head should be rinsed immediately 
with hypertonic saline and peroxide solution so as to oxidize any free dye. 
This is prepared by adding 50 ml. of 20 vol. hydrogen peroxide to 1 litre of 
15 per cent. warm sodium chloride solution. ‘The face and orbits are best 
treated with moist compresses of normal saline, which must be renewed fre- 
quently during the day and not allowed to dry. At bedtime the face should be 
mopped thinly with oily calamine lotion and the neck with aqueous cala- 
mine. Weeping areas in the scalp can be dabbed with aqueous silver nitrate, 
} per cent.; otherwise the scalp should simply be kept free of surface crusts 
and scales with detergent application, N.F., or aqueous ‘cetavlon’, 1 per 
cent. When the facial edema has subsided and the skin is quietening down, 
zinc cream or oily calamine lotion can be used. It is essential to avoid all 
strong or irritant applications which would only add insult to injury, e.g. 
antiseptic ointments, penicillin ointment, or sulphonamides. Pyogenic in- 
fection, if it supervenes, should be treated with gentian violet, 4 per cent., 
calamine lotion, N.F., or by frequent spongings with mercury perchloride, 
1:4000 solution in 1 per cent. Saline. Discrete furuncles or purulent folli- 
culitis should be painted with aqueous gentian violet, 1 per cent. For heavy 
pyococcal infection, penicillin may be given systemically, e.g. procaine peni- 
cillin, 300,000 units, once daily for five days. The eyes must be watched 
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carefully for conjunctivitis or signs of corneal involvement and the advice 
of an ophthalmologist obtained if necessary. 


PRECAUTIONARY MEASURES 


Theoretically, a patch test should be carried out before each and every 
application of a para dye, whether the dye be used for the whole head or 
merely for ‘touching up’. All reputable hairdressers recognize that this test 
should be done, but the client herself (or himself) may be impatient of any 
delay. For this or other reasons, preliminary patch tests are neglected as 
often as not. Less knowledgeable hairdressers have but a hazy idea of the 
significance of the skin test and believe that once the hair has been dyed 
with para without ill-effect the dye can be used thenceforward without fear. 
Allergic sensitization, however, as already stated, may develop after pro- 
longed periods of regular use of the dye. 

A patch or ‘touch’ test is carried out simply by putting a drop of the dye solution, 
in the same strength as it is proposed to use, on the skin near the hair-line at the 
back of the scalp, and covering the spot with collodion. The area is inspected in 
twenty-four hours, and preferably after a further twenty-four hours. If sensitization 
exists, the skin in contact with the dye will show a raised erythema, possibly with 
small papules or vesicles—in other words, a miniature attack of dermatitis. 

Patch tests are by no means infallible and when negative are no absolute 
guarantee against all cases of dermatitis; for instance, the quantity of dye 
used for the test is very small in comparison with that to be later employed 
for the actual dyeing. 

Para dyes should not be applied during pregnancy or menstruation, nor 
in the presence of eczema or dermatitis on any part of the body. It is also 
best to avoid using them if the general health is below par, when the 
threshold of skin sensitivity may be temporarily lowered. Para dyes must 
never be applied to the eyebrows or eyelashes. 

Sidi (1945), in his excellent monograph on the dermatoses affecting hair- 
dressers and their customers, has emphasized the importance of itching in 
the scalp as an early symptom of para sensitivity and as an indication that 
future contact with the dye should be avoided. Pruritus occurring in the 
scalp within forty-eight hours after the application of a para dye calls for 
prompt rinsing with saline and hydrogen peroxide, which may abort an 
attack of dermatitis. 
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SWISS SANATORIA 


By WILLIAM A. R. THOMSON, M.D. 


A RECENT visit to Swiss sanatoria has provided a useful opportunity for 
reviewing at first hand the excellent work being done in these institutions. 
Although, for reasons which it is hoped will soon be removed, there are 
relatively few British citizens who can afford to go to Switzerland for the 
treatment of their tuberculosis, it is important that practitioners in this 
country should realize that the high standard which the best Swiss sanatoria 
always insisted upon has been well maintained. The main purpose of the 
visit upon which this article is based was to investigate the results which 
were being obtained from the use of chemotherapy in the treatment of 
tuberculosis, and therefore this aspect of the tuberculosis problem will be 
found to predominate throughout the article. 


A COMPARISON 


The three centres visited were Leysin, Montana and Davos. Three lovelier 
spots could scarcely be found, and to the inevitable question, ‘which is the 
most attractive?’, it is difficult to give a definite answer. Each has its own 
particular charm. Leysin, at a height of over 3000 feet, lies in a lovely 
wooded valley, surrounded by mountains of moderate height which in 
June are clear of snow, but across the Rhone Valley there is a magnificent 
view of the snow-clad Alps. There is a softness about the immediate 
surroundings which lends an air of intimate peace and quietness to the 
scene, which is enhanced by the distant background of perpetual snow. 
One is inevitably reminded of the words of the psalmist: ‘I will lift mine 
eyes unto the hills, from whence cometh my help’. For the sick patient 
the combination would appear to be ideal: the softness of the immediate 
scene encouraging that peace of mind which, even in these days of scientific 
medicine, is still an essential part of treatment, particularly in chronic 
conditions such as tuberculosis, whilst the stern yet lovely distant prospect 
must be a stimulus to the convalescent patient, reminding him of the fuller 
life he will be able to live when he is finally discharged to his distant home. 

Montana, on the other hand, at a height of over 5000 feet, can probably 
claim to be more typically Alpine and to be the most beautiful of the three 
centres from the purely esthetic point of view. Certainly the view from the 
dining room of Montana Hall at sunset is the loveliest that at least one 
observer has ever been privileged to see. From the Swiss-Italian frontier 
in the east to Mont Blanc in the west there is a panorama of surpassing 
beauty which includes a multitude of those names which are ever on the lips 
of the mountaineer—the Weisshorn, the Dent Blanche, the Matterhorn, and 
a host of others. To see these snow-capped peaks change from a brilliant 
white to a shade of red which no artist could ever emulate, as they are 


August 1950. Vol. 165 (176) 





SWISS SANATORIA 177 


touched by the setting sun, is an experience which can never be forgotten. 
On the other hand it was closely rivalled by the view of the same panorama 
from the mountains behind Montana and some 2000 feet higher than the 
village itself. Here, on a clear and brilliant Saturday morning one had a 
view of the Alps which can scarcely be excelled anywhere in Switzerland. 
‘To lend an enhanced charm to the scene, the Alpine flowers that morning 
were at their best—gentians of an almost infinite variety of shades of blue, 
anemones, violets, mountain avens, and crowfoot—a riot of colour which 
no artificial rock-garden in England could ever emulate. 

Davos, at about the same height as Montana, is at its best in the winter, 
and to compare it as it is in summer with the other two places is probably 
scarcely fair. Although standing as high as Montana, it lies in a rather 
narrow valley shut in by mountains, few of which have any snow in June. 
Looking down the valley there is a view of snow-capped mountains, but 
somehow they seem rather remote, and the valley has not the softness of 
Leysin. The other big difference between Davos and both Montana and 
Leysin is that Davos is a much larger place—a town, whereas Montana and 
Leysin are merely villages. ‘This has its advantages from many points of 
view, but scarcely from the wsthetic angle, although the Rathaus in the 
centre of the town is a most attractive example of Swiss architecture. On 
the other hand, the thickly wooded mountain-sides are honeycombed with 
most pleasant walks, and as one climbs, the lovely Alpine plants are soon 
encountered. The other charm of these walks is the fact that one is never 
far from a rushing stream, dashing down the mountain-side to the river in 
the valley. In the winter it must be a lovely spot indeed, but even inthe 
summer it is also well worth a visit. 


LEYSIN 

In the field of tuberculosis, Leysin is inevitably associated with the name of 
Professor Rollier, and it was his clinics and sanatoria that were visited 
during this tour. Unfortunately, Professor Rollier was on holiday at the 
time, but the imprint of his personality was evident everywhere. Although 
well on in his seventies, he still takes a very active part in the running of his 
clinics, and in the winter is still to be seen out skiing with his beloved 
children-patients. It is now practically fifty years since he established his 
first clinic, and it is his proud boast that in the intervening period he has 
cured 60,000 cases of tuberculosis. Concentrating on non-pulmonary 
tuberculosis, his underlying principles of treatment have undergone little 
change, and he still places implicit faith in the healing properties of helio- 
therapy, fresh air, good food, correct posture in bed, graduated exercises 
and, to use his own characteristic phrase, ‘orthopédie morale’. 

Inevitably in these days of rapid surgical advances and a pace of life 
that demands that a patient shall be returned to work as quickly as possible, 
criticisms have been advanced that Professor Rollier is not moving with the 
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times and that a wider use of surgery would hasten the return of his patients 
to full activity. The answer to such critics is one to which it is difficult to 
find a genuinely convincing reply: short cuts are often misleading, if not 
dangerous. In any event the patient with a tuberculous spine (or knee) 
is not suffering from a localized lesion such as a fracture. He is a victim of 
a generalized infection of his body, and unless his general condition is 
attended to, and his resistance built up, he will relapse if he is returned 
to work as soon as the local lesion is healed. It is not for a mere physician 
to delve more deeply into surgical intricacies, but he must, as a physician, 
have a greater faith in the vis medicatrix natura than the surgeon. 

Not that Professor Rollier neglects surgery; nor does he neglect chemo- 
therapy. Streptomycin and para-aminosalicylic acid (P.A.S.) are both used 
as adjuncts when indicated. An interesting observation that has been made 
is that occasionally dramatic results are obtained from the local injection of 
streptomycin in cases of tenosynovitis of the wrist, which are not responding 
to routine treatment. P.A.S. is preferred to streptomycin in the treatment 
of genito-urinary tuberculosis and tuberculous peritonitis. 

The two clinics visited in Leysin were the International Factory Clinic 
and the Children’s Clinic—La Rose des Alpes. When it was opened in 1930, 
the former was a pioneer effort whereby ‘the work cure is systematically 
associated with heliotherapy and orthopedy of surgical tuberculosis’. It is 
so equipped and organized that from a very early stage of treatment patients 
are trained to carry out useful tasks in conjunction with their routine 
treatment. ‘The tasks performed include the making of electrical appliances, 
small pieces of machinery, games and various articles made of leather, wood 
and the like. In the early stages this work is performed in bed. When the 
patient is able to be up and about, there is a well-equipped machine room 
and workshop where he or she is able to perform heavier duties. In this way 
the patient’s interest is aroused and maintained from the very beginning of 
treatment, and there is none of that depression and worry about the future 
which are so liable to delay the recovery of the patient who, suffering from a 
long-term disease, is allowed to lie in bed doing nothing. ‘The equipment of 
the whole clinic was of a high standard, and the standard of work being done 
was most impressive. ‘The array of jig-saw puzzles awaiting dispatch would 
have filled the heart of any jig-saw expert in this country with envy! What 
was even more striking was the air of cheery optimism that pervaded the 
whole clinic—both patients and staff. 

But perhaps the most heartening visit of all was that to the Rose des 
Alpes. Here were children from practically every country in Europe, 
including three from England, all suffering from various forms and degrees 
of surgical tuberculosis: all with beautifully browned and firm bodies, and 
wearing a minimum of clothing. The majority lay in the ventral posture, 
the position which Professor Rollier has always advocated as the physio- 
logical one for correction of spinal curvature and for improving respiratory 
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function. Graduated exercises are an important part of the treatment, so 
that the optimum amount of muscle tone is maintained, compatible with 
rest of the damaged area—whether spine, joint or bone. 

To have been privileged to watch these children carry out their gymnastic 
exercises to music is an unforgettable experience. With a coordination and 
rhythm that were a joy to watch, each child performed the prescribed 
movements so far as his disability would allow. Only one of the children 
seen on this occasion was able to sit up in bed and perform the full range of 
movements. Some were able to use all four limbs, some only the lower 
limbs, some the upper limbs, and one recently admitted child was only 
able to keep time with lateral movements of her head. But no matter what 
the disability, every child entered into the drill with a gusto and a genuine 
pleasure that could not be surpassed. Here, indeed, was a practical demon- 
stration of how the way of the stricken child could be made easy. 


MONTANA 


The main centre visited at Montana was Montana Hall, the only all-British 
clinic in Switzerland, which, under the Medical Director, Dr. Hilary Roche, 
is putting up a valiant fight to maintain its existence in spite of devaluation 
and the cancellation of local authority subsidic: since the introduction of the 
National Health Service. Montana Hall, which was opened in 1930, is an 
admirably equipped sanatorium with a superb situation looking south and 
protected from northern and north-eastern winds. Montana has the highest 


sunshine records of all Swiss Alpine resorts, the average hours of sunshine 
per day being 6.05, compared with 5.08 for Leysin, 4.90 for Davos, and 
3.23 for Westminster. The bedrooms are beautifully furnished, and those 
on the southern side of the building have a magnificent outlook. For those 
occupying northern bedrooms there is a large solarium on the roof, with 
the same outlook as the southern bedrooms, and here most of those with 
northern rooms spend the day. The entire medical and nursing staff is 
British, so that the whole atmosphere of the place is such that patients from 
the United Kingdom feel at home from the beginning. 

The equipment of Montana Hall is of a high standard, including a most 
efficient laboratory where, in addition to routine testing and culturing, tests 
are now being carried out for streptomycin- and P.A.S.-resistance. The 
operating theatre is admirably fitted up; but perhaps the most impressive 
department is the X-ray department. This is fitted with a tomograph 
designed by Dr. J. Stefani, a local consulting physician, and the standard of 
work it produces is definitely higher than that seen in many chest hospitals 
in this country. The whole machine is simple to work and produces a 
tomogram of exceptionai clarity and precision. 

Like many other workers in Switzerland, Dr. Roche is using P.A.S. 
extensively, and mainly in the form of granules which, he finds, cause less 
gastro-intestinal disturbance than certain other forms of the drug. His 
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dosage for oral administration is 12 to 16 g. daily. He also uses it locally 
in the treatment of tuberculous empyema, with excellent results, and he 
has found it useful in the form of an aerosol for the treatment of laryngeal 
tuberculosis. Streptomycin he reserves, as a rule, for severe cases which 
are not likely to respond to P.A.S. alone. The dose is 1 g. daily, and this is 
seldom maintained for more than six weeks, and is usually supplemented 
by P.A.S. 

The tragedy of Montana Hall is that since devaluation so few British 
patients have been able to afford to go there for treatment that it may be 
necessary to close the place. When visited recently there were only 25 
patients instead of a full complement of 75, and every indication that the 
number would fall still lower. And this in spite of the fact that the charges 
today in Swiss francs are practically the same as in 1939. “T'ragedy’ is no 
exaggeration. Here is a sanatorium as well equipped as any in Great Britain, 
designed and built for British patients, and yet in this year of grace, 1950, 
when the waiting list for admission to sanatoria in this country is 11,000 
it is on the verge of closing down, simply because those responsible for the 
organization of the National Health Service refuse to take any action. 

The other sanatorium visited in Montana was the one run by the Canton 
of Berne for inhabitants of that canton. It is the direct geographical 
descendant of the old Palace Sanatorium, well known to older generations 
of tuberculosis experts. The old building was bought by the Bernese 
authorities, but there is little of it left. On the site stands a practically brand 
new building which is a model of what a modern sanatorium should be. 
Designed by one of the most brilliant of the younger school of Swiss 
architects, it is an admirable example of modern hospital design. The equip- 
ment is of an equally high standard. Asthetics, however, have not been 
sacrificed to function. The dining room furniture, for instance, is an 
impressive demonstration of how comfort and appearances can be assured 
without unnecessary extravagance. Even the entrance hall has been 
decorated with a series of mural paintings of a high artistic standard, which 
llustrate various aspects of Swiss life. 


DAVOS 

The two main interests of Davos are its sanatoria and its winter sports. In 
the summer therefore there is one predominant interest—its many sanatoria. 
The only one visited on this trip was the Waldsanatorium, an 80-bed 
sanatorium beautifully situated on the mountainside overlooking the town. 
Although, like most of the Swiss sanatoria, international in its clientele, it 
has always had a predominance of English or English-speaking patients. This 
predominance has been badly hit since devaluation; before this, about 
three-quarters of the patients were English or English-speaking. Now the 
proportion has dropped to about one-quarter. 

Well equipped, both as regards the bedrooms and the treatment and 
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diagnostic departments, it maintains a high standard of treatment under the 
direction of Dr. J. E. Wolf. This was the one sanatorium visited in Switzer- 
land in which considerable experience had been obtained of thiosemi- 
carbazone in the treatment of tuberculosis. As one would expect, however, 
in the case of experienced workers in tuberculosis, a cautious attitude was 
being adopted as to its relative efficacy, compared with P.A.S., until 
more experience had been obtained. On the other hand, it was agreed that, 
whatever its final status, it was not likely to prove an effective substitute for 
streptomycin. 

Both streptomycin and P.A.S. are used extensively. The former is given 
as dihydrostreptomycin. No evidence has been obtained that this form of 
streptomycin is any less likely to cause resistance in the tubercle bacillus, 
but on the other hand it is much less toxic. Indeed, in the doses now used— 
1g. daily—toxic effects are rarely ever encountered. P.A.S. is given as 
granules, this being considered the form least likely to cause gastro- 
intestinal disturbance. Dragées have largely been given up because of un- 
reliability of absorption. Again, the dosage of P.A.S. was smaller than that 
usually given in this country—12 to 16 g. daily, given in milk after meals. 
It is also used a good deal locally, either in the treatment of tuberculous 
empyema or in Monaldi drainage; and was also proving of value in the 
form of an aerosol in the treatment of tuberculous laryngitis and bronchial 


tuberculosis. 


CONCLUSION 

The three sanatoria visited can justifiably be described as a cross-section 
of sanatoria practice in Switzerland at the present day. Leysin with its 
insistence upon heliotherapy and specializing in surgical tuberculosis. 
Montana with its unique British sanatorium. The Waldsanatorium at 
Davos, typical of the best type of general Swiss sanatorium. The standard of 
work was high throughout, and there can be no doubt that our Swiss 
colleagues are keeping well to the fore on the rapidly advancing tuberculosis 
front. What is even more important is that the old in treatment is not being 
sacrificed simply because it is old. Rather is a judicious combination of the 
old and the new being maintained. 
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XXXII.—VITAMIN K AND ITS ANALOGUES 


By RONALD BODLEY SCOTT, D.M., F.R.C.P. 
Physician to The King’s Household; Assistant Physician, 
St. Bartholomew's Hospital. 


THE tendency of the jaundiced patient to bleed was recognized by English 
physicians of the 19th century, such as Bright and Murchison, but it was 
only when surgeons turned their attention to the biliary tract that the dan- 
gerous significance of this propensity was fully appreciated. In 1913, 
Whipple suggested that this hemorrhagic state was due to a deficiency of 
prothrombin in the blood, a view confirmed long afterwards by Quick’s 
(1935) observation that the ‘prothrombin time’ of patients with chronic 
obstructive jaundice was prolonged. A few years previously, Dam (1929) 
had noted that chicks fed on a synthetic diet developed a bleeding tendency, 
which he later found to be due to deficiency of prothrombin. This con- 
dition was relieved by certain vegetable proteins, but not by antiscorbutic 
substances, and Dam postulated as its cause deficiency of an unidentified 
accessory food factor, to which he gave the name of vitamin K or the 
‘Koagulationsvitamine’. 

Vitamin K was found to occur naturally in green leaves, particularly 
those of alfalfa, spinach and chestnut; it could be synthesized by bacteria, 
notably those of the alimentary tract. Concentrates of the vitamin were 
shown to be effective in the relief of the hemorrhagic state both in chicks 
and, when fed with bile salts, in patients with obstructive jaundice. 

In 1939, Dam isolated the vitamin from alfalfa; in the next year its 
structure was determined; and the year afterwards it was prepared syn- 
thetically. Meanwhile, fish meal had yielded another substance with vitamin 
K activity, and the two products became known respectively as vitamins 
K, and K,; they both were shown to be naphthoquinone derivatives. 
The discovery of the vitamin’s chemical structure led to the study of related 
substances; at least two of these, phthiocol, a pigment isolated from Myco. 
tuberculosis, and a simple synthetic compound, 2-methyl-1: 4-naphtho- 
quinone, were found to have a high vitamin K activity (fig. 1). 

Vitamin K plays an essential part in the synthesis of prothrombin by the 
liver. It is normally present in the diet in small quantities, probably not 
exceeding 1 mg. a day. This fact, together with the observation that de- 
ficiency scarcely ever arises from simple dietary inadequacy, is strong 
evidence that the body depends for part of its supply upon bacterial 
synthesis of the vitamin in the bowel. 

The vitamin is fat-soluble and requires the presence of bile for its 
adequate absorption from the alimentary tract. The exact part it plays in 
the synthesis of prothrombin is unknown. Quick (1943) has shown that 
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this substance consists of two factors, which he has named prothrombin A 
and prothrombin B; deficiency of vitamin K is followed by diminution of 
the quantity of prothrombin B in the blood, which rises again to normal 
levels when the vitamin is administered. When vitamin K or one of 
its analogues is given by mouth, the prothrombin level begins to rise within 
twenty-four hours; when injected parenterally, the increase starts within 
three to six hours and is maximal in eighteen hours. 

In addition to an adequate supply of vitamin K, the synthesis of 
prothrombin demands intact hepatic function. When the metabolic 
activities of this organ are seriously disturbed, the prothrombin level of the 
blood falls, even when the supply of vitamin K is abundant. 

The clinical evidences of deficiency of vitamin K depend upon the 
haemorrhagic state which results from the lowered prothrombin content of 
the blood. Bleeding is common from the nose and from the alimentary and 
urinary tracts, but hemoptysis is rare. Large subcutaneous ecchymoses follow 
trivial injuries, although petechiz are seldom seen. Cerebral apoplexy may 
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Fic. 1.—Chemical structure of vitamin K and its analogues (after Quick) 


occur; torrential hemorrhage may result from dental extraction or 
from other minor surgical operations. It is characteristic of hypoprothrom- 
binamia that the tendency to bleed becomes greater as more blood is lost, 
for with each hemorrhage, prothrombin, which cannot be replaced, is 
lost to the body. This explains the frequency with which bleeding used to 
be observed after operations on jaundiced patients who had given no 
previous indication of a hemorrhagic tendency; the quantity of blood lost 
at operation was often sufficient to depress the prothrombin level to a point 
at which spontaneous bleeding would occur. This critical level lies between 
10 and 20 per cent. of the normal. 


THE DIAGNOSIS OF VITAMIN K DEFICIENCY 


The diagnosis of vitamin K deficiency requires the demonstration of a 
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decreased level of prothrombin in the blood. There is no convenient method 
for the direct estimation of this substance, and the laboratory tests used 
are all modifications of Quick’s prothrombin time technique. This is based 
on the hypothesis that, if the thromboplastin concentration of blood or 
plasma is kept constant, the clotting time is directly proportional to the 
concentration of prothrombin. As Biggs and Macfarlane (1949) have 
pointed out, there are many fallacies in this assumption: not only does the 
reaction time of fibrinogen vary, but accelerators and depressors of thrombin 
formation are known to exist. This test cannot measure prothrombin con- 
centration, and it has been suggested that the figure it provides is better 
termed the ‘relative prothrombin efficiency’. Nevertheless, it is of estab- 
lished clinical value, both as a guide to the degree of prothrombin deficit, 
and thus of vitamin K deficiency, and as an index of the response to 
treatment. 


ESTIMATION OF THE PLASMA PROTHROMBIN TIME BY QUICK’S METHOD (QUICK, 1945) 
Reagents: 

Thromboplastin is obtained from rabbit’s brain. After meticulous removal of the 
pia and all vessels, the brain is ground up in a glass mortar with acetone; after 
grinding for a few minutes the fragments are allowed to settle and the acetone is 
poured off; the process is repeated five or six times until there is a residue of mealy 
consistency. This is dried in a desiccator attached to a vacuum pump and finally 
ground to a fine dust. This powder will keep its activity for about three months if 
stored in vacuo over calcium chloride at 4°C. 

Calcium chloride solution is prepared by dissolving 2.22 g. of pure anhydrous 
calcium chloride in 1000 ml. of distilled water; this gives a 0.02/M solution. 
Procedure: 

Blood is obtained by venepuncture, with particular precaution to avoid tissue in- 
jury, and mixed immediately with o.1/M potassium oxalate solution in the propor- 
tion of nine volumes of blood to one of solution. The contents of the tube are 
mixed; the tube is centrifuged, the supernatant plasma removed and stored in the 
refrigerator, where it will keep for four to six hours. 

0.2 g. of the thromboplastin powder is weighed out and mixed with 5 ml. of 
0.85 per cent. sodium chloride solution. The mixture is agitated and allowed to 
incubate for fifteen to twenty minutes at 50°C., before being placed in a waterbath 
at 37.5°C._It is agitated occasionally but the larger fragments are allowed to sink 
to the bottom. 

A clean Pyrex test tube, measuring 13 mm. x 100 mm. is placed in the waterbath 
at 37.5° C.; into the tube are put 0.1 ml. of the oxalated plasma and 0.1 ml. of the 
thromboplastin suspension; finally, o.1 ml. of the calcium chloride solution is 
blown in forcibly and the stop watch started at the same moment. The tube is 
shaken lightly in the waterbath. The end-point is the first appearance of a fibrin web. 
Recording of results: 

The coagulation time of normal human plasma under these conditions is, Quick 
(1943) maintains, 11 to 124 seconds. In most hands there is a variation between 
10 and 25 seconds, depending upon the activity of the thromboplastin solution; 
it is therefore essential for a normal control to be tested at the same time as the 
patient. The result is most often expressed as a percentage of the prothrombin time 
of the normal control. A calibration curve (fig. 2) may be constructed by diluting the 
control plasma with normal saline to give concentrations of 10, 20, 30, and 50 per 
cent. of plasma, and estimating the prothrombin times of these dilutions. From 
this curve, Quick claims, an estimation of the prothrombin level of the blood in 
question may be obtained; the fallacies of this contention have already been dis- 
cussed, but a figure is provided which indicates the patient’s prothrombin efficiency 
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relative to that of the control. Some prefer to express the results as a ‘prothrombin 
index’, obtained from the formula :— 
Normal Prothrombin Time x 100 


Patient’s Prothrombin Time 


This has no advantages and may be misleading. 


THE CAUSES OF VITAMIN K DEFICIENCY 
Defective intake.—It is rare for deficiency to arise solely from dietary 
inadequacy, probably because bacterial synthesis in the bowel normally 
provides a considerable proportion of the body’s daily requirements. 
Occasionally, however, instances have been reported (Kark and Lozner, 
1939). Sometimes an attack of diarrhoea may precipitate the signs of de- 
ficiency in a patient whose diet has clearly been inadequate. 
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Concentration of prothrombin in plasma 


Fic 2.—Calibration curve showing ‘prothrombin time’ of various dilutions of 
normal recalcified oxalated plasma in the presence of an optimum concen- 
tration of thromboplastin (after Quick) 


Hemorrhagic disease of the newborn.—This condition is often, but not 
invariably, due to hypoprothrombinemia caused by lack of vitamin K. 
The prothrombin content of the infant’s blood reaches its lowest level 
about the third or fourth day of life, and then begins to rise slowly. Hamor- 
rhages occur into the skin, within the skull, from mucous membranes, 
and from the cord. The deficiency arises in part from defective storage in 
the foetus, and in part from withdrawal of the maternal supply of the 
vitamin before bacterial synthesis is established in the infant’s bowel. 

Intestinal disorders.—Deficiency of vitamin K has been reported in many 
diseases of the intestine: the mechanisms responsible are probably 
diminished absorption and impairment of bacterial synthesis due to changes 
in the intestinal flora. Sprue, regional ileitis, ulcerative colitis, dysentery, 
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and intestinal resection and anastomosis are all at times accompanied by 
hypoprothrombinzmia from this cause. 

Biliary obstruction and fistula.—In patients with biliary obstruction or 
fistula the consequent intestinal acholia seriously impedes the absorption 
of vitamin K from the alimentary tract. Dietary deficiency, due to impaired 
appetite, and defective hepatic function may increase the prothrombin 
defect. Bleeding occurs most often in the four days immediately following 
operation, when loss of blood has made further inroads on the patient's 
small stock of prothrombin. Spontaneous hemorrhages may take place 
into the skin, or from the nasal and alimentary mucosz, but bleeding 
from the wound or into the peritoneal cavity is more common. 

Diseases of the liver parenchyma.—Diftuse disease of the liver parenchyma 
is often accompanied by depression of the plasma prothrombin level. 
This is seen in acute hepatitis, acute necrosis of the liver, and hepatic 
cirrhosis. ‘The common cause is defective synthesis of prothrombin, due 
to the impaired metabolic functions of the liver, but, in cases with intense 
jaundice, diminished absorption of vitamin K may be a factor. Unless this 
second mechanism is of importance there is no rise in the prothrombin 
level when vitamin K is administered. 

Drugs : (1) Dicoumarol.—Treatment with dicoumarol is followed by de- 
pression of the prothrombin efficiency of the blood; the effect is limited to 
prothrombin B. There is great individual variation in sensitivity to the drug 
and in the rate at which it depresses the prothrombin level. A sudden fall in 
prothrombin efficiency is often noted in the elderly and in patients with 
congestive heart failure or other reason for hepatic impairment. The 
difference between the prothrombin concentration required for adequate 
‘anticoagulant’ therapy and that at which spontaneous bleeding occurs is 
small, and hemorrhage may set in with alarming suddenness. 

(2) Salicylates.—Salicylates have a directly antagonistic action to vitamin 
K, resembling that of dicoumarol. Individual variation is common and, 
although there is no exact relation to the dosage of salicylate, it is more 
common when a salt has been taken in large quantities for a long while. 

(3) Quinine—Hypoprothrombinemia, which can be controlled by 
administration of vitamin K, has been observed during prolonged treatment 
with quinine. 

(4) Intestinal disinfectants.—Deficiency of vitamin K, with consequent 
hypoprothrombinzmia, may result from the depression of bacterial synthesis 
which follows treatment with sulphaguanidine, succinylsulphathiazole, 
phthalylsulphathiazole, or oral administration of streptomycin. 


PREPARATIONS OF VITAMIN K AND ITS ANALOGUES 
(1) Natural vitamin K, (2-methyl-3-phytyl-1,4-naphthoquinone).—This is 
available as a concentrate (‘klotogen’) which may be given ky mouth in 
capsules containing 1000 units. 
(2) Synthetic vitamin K, and its oxide.—This is not yet generally available. 
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(3) Menaphthone B.P. (menadione, U.S.P.) (2-methyl-1:4-naphtho- 
quinone) is available as tablets of 2 mg., or in solution in arachis oil for sub- 
cutaneous or intramuscular injection, in ampoules of 5 mg. in 1 ml. 

(4) Menaphthone sodium bisulphite —A water-soluble derivative which may 
be given orally, intramuscularly, or intravenously. It is available in ampoules 
containing 2.4 mg. (0.5 ml.), 4.8 mg. (1 ml.), and 72 mg. (10 ml.), or as 
tablets of 4.8 mg. 

(5) Tetrasodium salt of the diphosphoric acid ester of menaphthone (‘syn- 
kavit’).—A water-soluble derivative which may be given orally or intra- 
venously. It is available in ampoules containing 10 mg. (1 ml.), or as tablets 
of 10 mg. 

(6) Acetomenaphthone B.P. (1,4-diacetoxy-2-methyl-naphthaline) is avail- 
able in tablets of 2 mg., 5 mg., and 10 mg., and in oily solution for sub- 
cutaneous or intramuscular injection, in ampoules containing 10 mg. in 1 ml. 


THE ADMINISTRATION OF VITAMIN K 


The oral route is satisfactory only when the depression of prothrombin 
efficiency is moderate and when there is no need for a rapid effect. It is 
useful in dietary inadequacy and, as a prophylactic measure, in biliary 
obstruction and fistula: 3000 units of natural vitamin K,, 2 to 6 mg. of 
menaphthone, or 2 to 10 mg. of acetomenaphthone should be given daily. 
If there is jaundice or biliary fistula, each dose must be accompanied by 
5 to 10 mg. of bile salts. A water-soluble analogue may be given orally, in 
doses of 10 to 20 mg. daily, and obviates the need for bile salts. 

The hypoprothrombinemia of the newborn is prevented by routine pro- 
phylactic treatment of the mother: a single dose of 20 mg. of a water-soluble 
analogue by mouth at the onset of labour is sufficient. If this has been 
neglected, 10 mg. of a water-soluble derivative should be given parenterally 
later in labour. If the infant shows signs of a hemorrhagic state, 2 to 5 mg. 
of a water-soluble analogue should be injected intramuscularly at once, 
and repeated daily until the prothrombin level reaches normal. If hamor- 
rhage is more than trivial, blood transfusion will be required. 

Hypoprothrombinemia due to intestinal disorders, such as sprue and 
ulcerative colitis, is best treated by parenteral administration of vitamin K, 
because absorptive difficulties are the major cause of depletion: 5 to 10 mg. 
of a water-soluble analogue should be given intramuscularly daily, until 
the prothrombin efficiency rises to normal. If hemorrhage, apparently 
attributable to prothombin deficit, is in progress, more active treatment will 
be required: a water-soluble analogue may be given intravenously in doses 
of 5 to 10 mg., and a preliminary blood transfusion may be needed. 

In biliary obstruction or fistula, preoperative estimation of the patient's 
prothrombin efficiency is essential; if this is moderately depressed—so to 
70 per cent. of normal—and there is no great need for haste, oral treatment, 
as described above, is satisfactory. Normal prothrombin levels will be 
reached in three to four days. If a more rapid effect is required, 2 mg. of 
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menaphthone in oil may be given intramuscularly, or 5 to 10 mg. of a water- 
soluble analogue intramuscularly or intravenously, once a day. If bleeding 
occurs after opzration and the prothrombin level is found to be low, 10 mg. 
of a water-soluble analogue should be given intravenously and repeated 
daily; blood transfusion will probably be required. A similar line should be 
followed in patients with manifest hemorrhagic tendencies before operation. 

Puncture biopsy of the liver should not be carried out unless the pro- 
thrombin level is above 75 per cent. of normal. With figures below this, 
10 mg. of a water-soluble analogue should be given daily by the intravenous 
route until the prothrombin efficiency is normal. 

When hypoprothrombinemia is due to disease of the liver parenchyma, 
the fault lies in defective hepatic synthesis of prothrombin, and little 
improvement is to be anticipated from the use of vitamin K. This failure 
of the prothrombin level to rise has been used as a test of hepatic function. 
Nevertheless, it is advisable to make certain that supplies are adequate, 
and 5 to 10 mg. of a water-soluble analogue should be injected intravenously 
daily for four days. Blood transfusion alone will effectively raise the plasma 
prothrombin concentration when its depression is due to advanced 
parenchymatous disease of the liver. 

Dicoumarol overdosage is becoming an increasingly common indication 
for the use of vitamin K. Large doses are required and should be given 
intravenously in the form of a water-soluble analogue, although good reports 
have been published of the effect of a suspension of synthetic vitamin K, 
oxide given by the same route. When the prothrombin level falls to 20 per 
cent. of normal, withdrawal of dicoumarol is usually sufficient; bleeding 
does not usually take place until it is below 1o per cent. Between these two 
figures it is advisable to estimate the prothrombin efficiency twice a day, 
and, if the level does not rise within twenty-four hours, 60 mg. of a water- 
soluble analogue should be given intravenously. The response to vitamin K 
is often delayed; if bleeding has already started, a blood transfusion should 
be given immediately, preceded and followed by intravenous injections of 
60 mg. of a water-soluble analogue at intervals of four to six hours until 
safe prothombin levels are reached. 

When other drugs are responsible for depression of prothrombin 
efficiency, a single dose of 60 mg. of a water-soluble analogue intravenously 
is usually effective. 
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THE USE AND ABUSE OF PURGATIVES IN CHILDREN 

IN orthodox therapeutics purgation is losing, indeed has lost, its place at the 
forefront of the attack upon disease, but among the general public, belief in the 
merits of a good purge still lingers. Ritual catharsis, ‘a good clean out on Friday’, 
is widely practised; indeed it seems that the majority of mothers dose their 
children regularly. To the lay mind (at the mercy of the propaganda of advertise- 
ments for proprietary medicines) there are many effects of constipation; present 
medical opinion on the other hand attributes most of the symptoms supposedly 
due to constipation to the effects of the laxatives—to the treatment rather than to 
the disease. 


CONSTIPATION 
Constipation may be defined as bowel actions occurring less frequently than 
normal, the evacuations being too small in amount or too firm and dry. There is 
wide individual variation in normal bowel function and it seems well to require a 
change in bowel habit, or at least two of the above features, before making the 
diagnosis: thus small firm daily stools, or feces of normal consistency evacuated 
on alternate days, do not merit the diagnosis. 

There can be no doubt that the most common cause of constipation in children 
is faulty training in toilet habits, coupled with a dependence upon laxatives, but 
before this assumption is made each case must be examined with other possible 
causes in mind: these include change of diet and environment (change of air); 
dehydration (in fever and in heat waves) ; lack of muscle tone or generalized weak- 
ness (malnutrition, convalescence, rickets and anemia); bowel disorders (hyper- 
trophic pyloric stenosis, and anal stenosis in infants), particularly disorders of the 
lower bowel (megacolon, piles, prolapse, and fissure—often a sequel rather than 
a cause). In intussusception, constipation and vomiting may precede the ‘prune 
juice’ stool by some hours. Although the examination of the constipated child will 
naturally be focused on the gastro-intestinal tract, the axiom that ‘cretins are 
usually constipated’ serves as a reminder that the child must be seen as a whole. 


MEGACOLON 

Megacolon deserves special mention as an example of chronic constipation. 
Recent independent work by Zuelzer and Wilson (1948) in the United States, and 
by Bodian et al. (1949) in this country, has shown that children with chronic 
constipation of long standing and of sufficient degree to cause abdominal dis- 
tension belong to two groups having completely different pathology. The first 
group, for which Bodian would reserve the name Hirschsprung’s disease, is 
characterized by a narrow distal segment of large intestine devoid of para- 
sympathetic (myenteric) ganglion cells. The second group—long confused with 
the first—has no such nerve lesion; the bowel is distended to the anus and the 
nerve cells are intact throughout the length of the gut. Bodian prefers the name 
‘idiopathic megacolon’ for this second group, because morbid anatomy affords no 
clue to the etiology; records and clinical observation force one to conclude that 
this second group is mostly comprised of extreme examples of laxative-induced 
constipation. 
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In my own cases of idiopathic megacolon I have been struck by the rapidity 
with which laxative alterations to the diet and the milder aperients have been 
tried and abandoned in favour of sterner measures; a whole range of proprietary 
preparations is explored, and with each, increasing doses are found to be needed ; 
the glycerin suppository and the soap stick are tried and they too fail in their turn. 
By the time such a child reaches the Children’s Out-patient Clinic, daily castor oil 
und weekly enemas are losing their effect. Although such cases represent the 
extreme of the abuse of purgatives in children, milder examples of the same fault 
are common. 


LAXATIVE AND PURGATIVE MEASURES 

That a child may sometimes need a laxative is not disputed, but the proper 
treatment of chronic constipation in childhood should entail the more tedious 
process of re-educating the mother and instituting correct toilet training ; aperients 
should only be prescribed as an adjuvant, the object of treatment being to pro- 
duce a bowel that depends upon physiological (not pharmacological) stimulation 
for regular action. Of the many possible laxative measures only a few will be dis- 
cussed, taking the milder measures firs: (all the preparations recommended are 
listed in the National Formulary, 1949). 


DIET 
The casein of cow’s milk is a not uncommon cause of constipation in bottle-fed 
babies ; if adding more water to the feeds or offering more to drink (orange juice) 
between feeds is ineffective, the milk mixture should be modified by increasing the 
carbohydrate and decreasing the protein (one measure less milk powder, one 


teaspoonful of sugar more). The beginning of weaning with farinaceous foods will 
also have a laxative effect. The laxative properties of vegetables and fruit and 
fruit juices need hardly be mentioned ; a pulp of stewed apples is excellent in this 
respect. 


DRUGS 

The simple laxative alterations to the diet act principally by increasing the bulk of 
the intestinal contents. Agar-agar and the saline purges act similarly. Agar-agar 
mixed with a mineral oil as a lubricant makes an excellent laxative for children. 
Dose and speed of action vary with the individual case, but two teaspoonsful at 
night of emulsion of liquid paraffin with agar (B.P.C.) is a useful starting point 
and may well be used to assure success in the first few days of a renewed attempt at 
toilet training discipline. As soon as the satisfactory individual dose has been found 
and regular motions have been produced for a few days, gradually diminishing 
dosage should begin. The embarrassment of a rectal leakage of plain medicinal 
paraffin hinders training; agar-paraffin emulsions seem more satisfactory in this 
respect. 

Saline purges are particularly valuable for occasional use ; for cases of acute con- 
stipation and in conjunction with anthelmintics. Magnesium hydroxide sus- 
pensions are much used, particularly for babies; a teaspoonful of the National 
Formulary ‘cream of magnesia’ (mixture of magnesium hydroxide, B.P.) is a 
suitable dose for a child of a year or less. A larger dose may be given to older 
children, or magnesium sulphate may be used: 60 to 120 minims (3.5 to 7.2 ml.) 
white mixture (B.P.C.) 
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Mercury has a time-honoured place as a laxative for children but at present is 
out of favour and cannot be advised. Grey powder (mercury and chalk) and teething 
powders containing calomel are suspected of causing pink disease which may be a 
form of mercury polyneuritis (Warkany and Hubbard, 1948); a note in the April 
number of this journal (1950) emphasizes the warning. 

Of the vetegable irritant laxatives, cascara sagrada and senna (in the form of 
syrup of figs) still enjoy wide popularity. In large doses they are apt to cause 
griping, but they have their place for occasional use. Castor oil affects both the 
large and small gut, but the rest of this group (senna, rhubarb, aloes and cascara) 
are selective in their action and affect the large gut only, and their action is there- 
fore relatively slow. Regular use of this group is particularly undesirable; it is 
irritant stimulation of a naturally willing peristaltic mechanism that probably 
causes the exhausted over-stimulated colon or the less common spastic colon that 
usually form the basis of chronic constipation. Sometimes a thief may be set to 
catch a thief; in treating the milder forms of purgative-induced constipation it may 
be convenient to continue to use an adequate dose of the medicine of the mother’s 
choice, but firmly to reduce the dose as toilet training proceeds and dietary 
measures take effect. Phenolphthalein has a similar action to the vegetable laxatives, 
but it is cumulative and is not completely excreted for some days; it has no place 
in pediatric practice and agar-paraffin emulsions containing it should not be 
prescribed for children. The more drastic vegetable purgatives, jalap, colocynth, 
and croton oil, are not needed for infants or children. 


MECHANICAL MEASURES 
Digital manipulation of the anus and the use of soap sticks, suppositories and 


enemas by the parents, are in my opinion most undesirable ; abdominal massage, 
though relatively innocuous in itself, is the first step in an undesirable direction. 
When manual removal of feces or an enema is indicated at the beginning of 
treatment of a case of serious constipation the services of a nurse should be sought, 
for the sake of her detached approach and her impersonal skill. It is well to mark 
that these mechanical measures are quite contrary to the intention of toilet train- 
ing, emphasizing as they do the dependence of the bowels for relief upon resources 
outside the child himself. 
CONCLUSION 
That purgatives have their appropriate place in pediatric practice is not denied, 
but the place is a small one. Except in appendicitis or unless intussusception is 
produced the unnecessary prescription of a laxative may do little harm to the 
child, but such an example often strengthens the mother in her commonly mis- 
placed belief in the virtues of purgation. Anyone who uses a cathartic for its more 
proper purposes and avoids the popular one does a real, if small, service to Child 
Health. 
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FIRST-AID OUTFITS 
First aid is emergency assistance for minor accidents, for which it may be 
sufficient, and for sudden illness and more serious accidents, until a doctor’s 
services are available. There is as great a scope for first aid in peace time as in 
war, as is shown by the incidence of injuries in the home, in factories, on the road, 
and in many gatherings organized for pleasure. 

To prevent immediate danger of death and to prevent a condition from getting 
worse should be the aims of anyone faced with rendering first aid. The former is 
relatively rare, but the latter frequent. Although the serious aspect of infection is 
considered of less importance since the introduction of antibiotics and other 
groups of systemic drugs, steps to prevent it will also often prevent pain and limit 
the days or weeks of incapacity. Hence, the provision of a few articles on the spot 
for rendering first aid will enable this to be carried out suitably and quickly. 
The knowledge of what to use and how to use it is available to those who are 
trained nurses or who have had first-aid training. The short training is worth while 
and is not without interest. 


IN THE HOME 


Certain principles with regard to a first-aid outfit should be observed. It should 
be kept in a place so as to be quickly available. The articles should be kept 
together in a packet, cupboard, haversack or box. When any article has been used 
this should be replaced or another whole outfit, if small, purchased. A few useful 
things are better than a bulky outfit more suitable for a casualty department of a 
hospital. 

In the home, accidents are liable to occur in the nursery, in the kitchen, or in the 
garden. The bathroom is often the suitable place for the outfit, as in the kitchen 
or nursery it is likely to get hidden at the back of a cupboard or drawer. Also 
it is usually easier to use it in the bathroom. Dressings can be obtained suitable 
for all types and sizes of burns and wounds. Useful small dressings are on the 
market, consisting of a tiny piece of antiseptic gauze adherent to adhesive plaster. 
A packet of different sizes is recommended. A packet of white gauze, 4 inches wide 
and 6 yards long, and a 4-ounce packet of cotton-wool should be kept. ‘Two ‘first 
field dressings’ and a ‘shell dressing’ may prove useful. Three roller bandages, 
3 inches wide, some safety pins, two triangular bandages and a reel of adhesive 
plaster are required. A pair of scissors, 5 inches long, should be kept with these 
articles. Sal volatile, with the dosage clearly marked on the bottle, and a plastic 
tumbler may be included. 


ON THE ROAD 
Motor vehicles should be provided with an outfit. The packet for the home is 
suitable for a private car and is well placed on the ledge behind the back passenger 
seat. If the owner is ignorant of first aid, he cannot go wrong if he merely carries 
first field dressings and two shell dressings. 
Long-distance public vehicles should have an outfit for dealing with more 
injuries. A suitable first-aid box should contain:— 


Dressings: ‘Shell’, 6; ‘First Aid field’, 12; packets of gauze, 4; cotton-wool, 4-ounce 
packets, 6 
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Bandages: roller 6-in., 4; 3-in., 12; triangular, 12, and adhesive plaster, 2-in. wide, 1 reel 
Splints: 2 ‘sets’ 
Scissors: one pair, and safety pins 
Smelling salts: a box of tubes 
Tourniquet 
Electric torch 

In permanent camps, or huts for scouts, girl guides and similar organizations, 
the first-aid box similar to the last is suitable for a group of 50. In addition a large 
number of small dressings should be available. A ‘home outfit’ packed in a haver- 
sack should be carried when out of camp. 


IN INDUSTRY 

In industry, a factory or a mine usually has a central first-aid room, in which a 
trained nurse works. The equipment for this is outside the scope of this article 
as it is a miniature hospital, and the doctor will make provision for general supplies 
and means of treating the common conditions occurring in the particular work 
of the factory. This may, however, be at a distance from some workshops, 
in which there are usually employees who have had first-aid training. It is 
advocated that a first-aid outfit of the ‘home’ type should be kept in workshops 
at the rate of one for every 50 employees. 

In heavy industries and the mines, first-aid outfits should be larger, for severe 
fractures are more liable to occur. Such an outfit is also suitable for a road post. 
In heavy industries the premises are usually large and work often goes on at 
different levels, so first-aid outfits should be in several places where they can be 
seen by employees, so that they realize where they are. In the mines an outfit 
should be at the pit face and at the bottom of each shaft. In addition to an 
outfit such as has been suggested for a large motor vehicle, there should be:— 

4 stretcher with pillow 

Splints, 4 sets, and a Thomas’s splint 

Towels, 6 

Hot-water bottle 

Water bottles (drinking water), 2 

Tumbler, plastic 

Castor oil with dropper (for eyes) 

A card with instructions stating: (a) to whom a telephone message, or messenger, should 
go; (b) the nearest store of blankets; (c) the disposal of injured if no message is received 
The value of a card of instruction for first aid with each type of outfit is doubtful. 

In the above lists no mention is made of any specific dressing for burns or 
scalds. There are advocates of picric acid gauze, of tannic acid jelly, and of lint 
wrung out in tannic acid solution. No harm can arise from covering the area 
with dressings available in the above outfits and getting the injured to a doctor 
as quickly as possible. 

A variety of outfits is available in the market, most of which fulfil the require- 
ments without being bulky. For purposes in the home, compressed dressings, 
which require considerable handling before use, should be avoided. 

First-aid outfits are for an emergency, and their use should not delay the injured 
reaching the doctor. 

St. J. D. Buxton, M.B., B.S., F.R.C.S. 
Orthopedic Surgeon, King’s College Hospital. 
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NOTES AND QUERIES 


Allergy to Rubber 

Query (from the Kingdom of Jordan).—I 
should be grateful for advice about the case of a 
friend of mine, a surgeon in a local hospital. 
About one year ago he developed a mild attack 
of hay fever, and after a month a contact eczema. 
The hypersensitivity appeared on the skin of 
the hands and of the face around his eyes. 
Patch testings showed hypersensitivity to 
cresols and surgical rubber gloves. He avoids 
every contact with cresols, but it is difficult for 
him to avoid the use of rubber gloves. Protective 
ointments are of little value. Is there some kind 
of ‘non-allergic’ rubber? What is your advice on 
the matter? 

Rep.y.—Although allergic contact dermatitis 
from rubber may occasionally be due to the 
rubber per se, it is more commonly due to one 
of the numerous chemicals (vulcanizers, accelera- 
tors, anti-oxidants, and stabilizers) used in 
processing the rubber. Such chemicals can 
generally be removed by treating the rubber 
with alkali or acid. Accordingly, I would suggest 
further patch tests in the case cited, employing 
specimens of the rubber soaked for twelve hours 
in (a) 0.5 per cent. sulphuric acid, and (b) a mild 
alkaline solution of soap and sodium carbonate, 
both followed by adequate rinsing in distilled 
water; and a control test with untreated rubber. 
If either of the treated specimens fails to elicit 
a positive reaction, similar preliminary treatment 
of surgical gloves might be a satisfactory 
solution to the problem. 

For a full account of the 
involved in rubber glove dermatitis, see Stokes, 
Lee and Johnson, 7. Amer. med. Ass., 1943, 
123, 195. 


various factors 


Davip HARLEY, M.D., B.Sc., F.R.I.C. 


Plasma Protein and Osmotic Pressure 


Query.—While doing some research on the 
subject of edema, due to other than obviously 
recognizable organic disease, I have come across 
a formula for estimation of the protein osmotic 
power of the blood :— 
5.5 =< albumin + 1.4 
osmotic power mm. Hg 
So far I have failed to find the references for 
this. I would therefore be grateful if you could 
tell me: (a) is this formula a valid one?; (b) has 
it any limitations in use? I am not for the 
moment concerned with the organic salts in the 
blood. 
Rep.y.—This is one of many formule designed 
to give mathematical expression to the relation- 
ship between the effective osmotic pressure of 
the plasma and its protein content. That a 


globulin 


relationship exists is of course established, but 
it is not a simple one owing to the complexity 
of the equilibrium which exists across the mem- 
branes of living cells like the capillary wall. I 
think this formula was derived from practical 
studies of various mixtures of plasma proteins; 
the results were plotted on a graph and the 
formula derived from the line which gave the 
best fit for the points on the graph. The 
answers to specific questions are: (a) the formula 
is valid in that it is based on a series of actual 
measurements; (b) I have no experience of it in 
use, but am told it tends to give a high value for 
the osmotic pressure. The original reference is: 
Govaerts, C. R. Soc. Biol., 1925, 93, 441; and 
the subject is reviewed by Higgins et al., Quart. 
JF. Med., 1947, 16, 263. 
W. R. SPURRELL, M.S., M.Sc., 
F.R.C.S. 


Treatment of Pink Disease 

Query.—I believe that sodium chloride has 
been used in Australia as a treatment for pink 
disease. Could you give me details of this 
treatment and whether it has been found of 
value in this country? 


Repty.—The use of sodium chloride in the 
treatment of pink disease has been advocated 
by Cheek and Hicks (Med. ¥. Austral., 1950, 1, 
101) because they found a lowering of the 
plasma sodium in 15 out of 16 cases. They 
concluded that the basis of the symptomatology 
was a water-salt imbalance due to hypofunction 
of the suprarenal gland—both cortex and 
medulla—with a lowered renal salt threshold 
The treatment they recommend is one to two 
teaspoonsful of ordinary salt per day, given 
either in food or milk. In very mild cases this 
may suffice. More established cases require in 
addition 4 mg. of D.O.C.A. intramuscularly 
daily for a week, followed by gradually diminish- 
ing doses continued for several days or weeks, 
according to the response. No similar reports 
have been published in this country, where those 
who have seen most cases have found such a 
constant association between the administration 
of mercury (most commonly in teething pow- 
ders) and the occurrence of pink disease, that it 
is felt that this provides a more reasonable 
explanation of the etiology. Excess of mercury 
is found in the urine of affected infants, and in 
infants not hypersensitive to mercury large 
amounts continued for long periods may be 
ingested without producing symptoms or giving 
rise to hydrarguria. Based on this theory, treat- 
ment with BAL is recommended as described 
in The Practitioner, 1949, 163, 289. 

WILFRID GAISFORD, M.D., F.R.C.P. 
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Persistent Salty Taste in the Mouth 
Query.—A female patient, aged fifty, complains 
of a persistent salty taste in her mouth; this is 
especially noticeable when she licks her lips 
(‘they taste like rock salt’), and even tap water 
tastes salty. She suffers occasionally, but not 
severely, from attacks of acute cholecystitis. 
She takes 0.05 mg. of ethinyl estradiol every 
second day for the relief of hot flushes, and keeps 
her weight down by means of restricted diet and 
dexedrine tablets. A total hysterectomy was per- 
formed about twenty years ago. The patient also 
complains of ridging and brittleness of the finger 
nails. Can you suggest any test which would help 
to determine she cause of the salty taste, and any 
remedy which might cure it? 


Repty.—The problem of odd tastes in the 
mouth is always difficult, in the absence of any 
obvious local lesion, such as infection in the 
nasopharynx, throat, gums or teeth. If the 
patient has real attacks of cholecystitis, then a 
cholecystogram might be done and a surgical 
opinion obtained. 

Brittle finger nails suggest the possibility of 
achlorhydria, associated with microcytic anemia: 
a histamine gastric test should be done and a 
blood count. The treatment would be appro- 
priate to the results obtained 

H. K. Goappy, M.D., F.R.C.P. 


Emergency Resuscitation in Dental 
Anesthesia 


Query.—What essentials for resuscitation of a 
patient should a doctor have available when 
administering gas dental 
anzsthesia? 


Repty.—The most useful 
failure of either the cardiac or 
centre under gas and oxygen anesthesia is, 
without doubt, coramine (or anacardone 
B.D.H.). This can be obtained in 5 ml. ampoules 
and, together with a 5 or 10 ml. syringe, should 
always be carried by an anzsthetist. It must be 
given intravenously in adequate dosage. No 
hesitation need be felt in giving up to 10 ml. by 
this route. Smaller doses given intramuscularly 
are useless in an emergency, which should never 
arise under gas and oxygen anzsthesia except 
in the presence of prolonged anoxia. 

O. L. C. SIBLEY, F.F.A.R.C.S., D.A. 


and oxygen for 


agent to combat 
respiratory 


Pain in Post-Cricoid Carcinoma 

Query.—I have a patient who has a post- 
cricoid carcinoma. She has had a full course of 
X-ray treatment. Her general condition is fairly 
good and she is still ambulant. Her main com- 
plaint now is cough. She has s,ells of coughing 
during the night which last anything up to 
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four hours. Any strong medicine or linctus 
brings on laryngeal spasm. I should be glad if 
you could give me any advice as to how to give 
this patient more peaceful nights, and in the 
future a peaceful end. 
Repty.—In my experience X-ray treatment 
does not cure post-cricoid carcinoma. I have 
found that the growth becomes temporarily 
arrested, but that there is then infiltration of 
one or both recurrent laryngeal nerves. If this 
happens the patient has difficulty in closing the 
larynx, and saliva or food overflow. It is an 
extremely difficult condition to treat, and 
nothing less than powerful opiates is of use. 
Giving such opiates, however, leads to the 
danger of inspiration pneumonia. My own 
feeling about post-cricoid carcinoma is that the 
only treatment is pharyngo-laryngectomy. If 
the top of the wsophagus alone is removed by 
operation, there is likely to be local recurrence, 
with infiltration of the recurrent nerves, followed 
by this distressing symptom of overflow. 

V. E. NgGus, M.S., F.R.C.S. 


lnsect Repellents 

Query.—Now that the season of horse flies, 
midges and the like is upon us, I should be glad 
to have information about really effective sub- 
stances to keep off the insects that bite. 
Rep.y.—War-time experience showed that di- 
methyl phthalate (D.M.P.) was a most effective 
insect repellent. It repels mosquitoes, household 
flies, midges, chiggers (including the harvest 
bug), phlebotomus, the common fleas of the 
dog and the cat, horse flies, and sand flies 
D.M.P. is harmless to the skin and clothing, but 
as it softens and dissolves plastics it should not 
be allowed to come into contact with spectacle 
frames. It is available commercially, both as a 
solution and as a cream. Two well-known 
makes are ‘sketofax’ (Burroughs Wellcome) and 
‘mylol’ (Boots). 


Ovitis Externa from Bathing 

Dr. I. M. S. Stewart, M.B., D.T.M. & H., of 
Abadan, Iran, writes :- 

‘In the June number of The Practitioner | 
was interested in Dr. Richard May’s article on 
the hazards of bathing. This subject has been of 
interest here during the past few summers, as a 
fair proportion of my time has been taken up in 
treating otitis externa, often a rather tedious 
and long drawn out affair. A hazard which | 
have encountered here, and which is not men- 
tioned in Dr. May’s article, is direct trauma to 
the ear drum, occurring especially under over- 
crowded conditions. I have seen quite a number 
of cases of which the majority were fortunately 
of minor degree, but I can recall three cases of 
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traumatic rupture which occurred within the 
space of two months in the summer of 1947. 
The story in all cases is typical: The patient 
presents with earache and deafness following a 
blow on the ear from a head, hand or foot while 
swimming or ‘larking about’. On examination 
the cause of the trouble is found to be a wax 
plug which has been impelled like a piston down 
the meatus. The fate of the drum depends upon 
the quality of the wax, the average case showing 
impaction of soft wax deep in the meatus with 
consequent pressure, pain and deafness. On re- 
moval of the wax the drum is seen to be heavily 
injected. In the cases of perforation mentioned 
above, the wax plugs were inspissated, and in 
consequence the damage to the drum was 
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greater. I am pleased to say that all three cases 
recovered with good hearing and no residual 
perforation’. 


Custard Apples and Warts 
Dr. Epmonp G. Dias, M.B., B.s., of Tanga, 
Tanganyika Territory, writes :—-‘Will you please 
publish in The Practitioner a simple but effective 
remedy for warts which I know will be helpful 
to all those who suffer from them? 

“Rub the warts twice a day with the inside of 
the skin of the custard apple. In a few days the 
warts will just drop off. If warts are due to a 
virus infection, it is possible that an extract from 
the custard apple might be useful against virus 
diseases’. 


PRACTICAL NOTES 


Penicillin in Osteomyelitis 

THE results of treatment with penicillin in 67 
cases of acute hematogenous osteomyelitis are 
reported by G. A. Caldwell and J. Wickstrom 
(Annals of Surgery, May 1950, 131, 734). The 
ages of the patients ranged from eighteen days 
to twenty-four years, 96 per cent. being under 
the age of twenty-one years. Among 58 cases 
in which the infecting organism was determined, 
hemolytic Staphylococcus aureus was found in 
83 per cent. and non-hemolytic Staphylococcus 
aureus in 7 per cent. Positive blood cultures 
were obtained in 21 cases. The femur was 
involved in 28 cases, the tibia in 24, the humerus 
in nine, the fibula in five, the radius in three, the 
ulna in two, the patella in two, and the os calcis 
and the ilium in one each: a total of 75 bony 
lesions in 67 cases. Penicillin was given intra- 
muscularly, 30,000 to 50,000 units every three 
or four hours, to a total dosage of 920,000 to 
8,640,000 units. Aspiration of local abscesses 
with instillation of penicillin solution into the 
aspirated cavity was also carried out every 
twenty-four or forty-eight hours, the total 
amount of penicillin per patient given this way 
ranging from 200,000 to 6,600,000 units. The 
duration of penicillin therapy ranged from eight 
to forty-eight days, average twenty-four days. 
In 62 of the 75 lesions (82 per cent.) the results 
were excellent or good. The greatest number of 
excellent and good results occurred in those 
patients who received penicillin within five days 
of the onset of the illness. It is concluded that 
‘in view of the excellent results obtained by the 
closed methods of treatment it would appear 
unnecessary to drain localized abscesses surgic- 
ally, with the possible exception of a few 
extensive abscesses associated with detached 
sequestra’. 


Sulphonamide Drug Mixtures 
CLINICAL trials with a combination of equal 
partial amounts of sulphadiazine, sulpha- 
merazine and sulphacetamide have been carried 
out in an unselected group of 130 patients, of 
all age-groups, with severe acute infections, by 
David Lehr (New York State Journal of 
Medicine, June 1, 1950, 50, 1361). In adults the 
routine dosage was an initial dose of 3 to 4 4 
with daily maintenance dose of 4 to 6 g. In 
children a daily dosage of 0.15 to 0.2 g. per kg. 
body weight was employed. The blood levels 
ranged from 10 to 25 per cent. free sulphon- 
amide, and acetylation was low, rarely exceeding 
20 to 25 per cent. in the blood and 40 per cent. 
in the urine. No alkalizing agents were em- 
ployed, and moderate crystalluria occurred in 
only two cases with excessive concentrations of 
sulphonamide in the urine. As regards secondary 
reactions: severe nausea and vomiting occurred 
in one case, necessitating interruption of treat- 
ment; and in one there was moderate 
cyanosis. Clinical results are stated to have been 
highly satisfactory, defervescence occurring as 
a rule within the first twenty-four to forty-eight 
hours of treatment. Included in the cases treated 
were: bacterial pneumonia, 36; shigellosis 
(Shigella sonnei), 23; bacterial meningitis, 3; 
a case of penicillin-resistant pneumococcal 
bacteriamia, and one of penicillin- and strepto- 
mycin-resistant staphylococcal septicemia. In 
conclusion it is stated that ‘on the basis of 
experimental and preliminary clinical studies 
the combination of sulfadiazine-sulfa- 
merazine-sulfacetimide (equal partial amounts) 
represents a highly satisfactory sulfonamide 
mixture because of its low toxicity, excellent 
tissue distribution, and good therapeutic 
efficiency’. 


case 
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Penicillin Therapy of Syphilitic 
Pregnant Women 

A REPORT concerning 820 pregnancies of 
syphilitic women at the Philadelphia General 
Hospital, observed between January 1, 1945, and 
March 31, 1948, of whom 75 were untreated, 
390 received arsenical-bismuth therapy, 281 re- 
ceived penicillin during pregnancy, and 74 re- 
ceived penicillin before pregnancy, is given by 
V. S. Wammock et al. (American Journal of 
Obstetrics and Gynecology, April 1950, 59, 806). 
The penicillin was given in the form of aqueous 
crystalline G, in total dosage of 2.4 million 
units over a period of 7$ days, in 60 injec- 
tions of 40,000 units each, by the intramuscular 
route. Of the women in the series, 801 were 
Negro and 19 white. When adequate arsenical 
and bismuth therapy was given before or during 
pregnancy, 93.8 per cent. normal full-term 
infants, and 2 per cent. living syphilitic infants 
resulted. With penicillin therapy, either before 
or during pregnancy, the figures were 94.5 per 
cent. normal full-term infants, and 1.7 per cent. 
living syphilitic infants. It is stated that ‘because 
of its ease of administration and effectiveness 
penicillin should replace completely arsenical 
and bisrmuth treatment’. 


The ‘Papoose’ Splint for Poliomyelitis 


In an article dealing with ‘the after-care of 


poliomyelitis’, Jean Macnamara (Medical Journal 
of Australia, May 6, 1950, 37, 588) describes the 
‘papoose’ splint or board for the 


vAPOOSE-BOARD 


use of the 


SITTING-UP 
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prevention of scoliosis, which is so often an 
after-effect of poliomyelitis. The method has 
long been known to the Red Indian of North 
America, but the splints used are made of wood 
and are heavy. To overcome this difficulty the 
officer in charge of applied research at the 
Aeronautical Research Laboratories, Depart- 
ment of Supply and Development, Melbourne, 
has devised Foster frames of dural tubing to be 
mass produced in two sizes. and adaptable to 
cover a range of from five years old to adults. 
The importance of early care of the non-gravity 
muscles is stressed—‘the frame holds the patient 
in the position of a human being of good posture 
while his activity is rationed, i.e., kept within 
the fatigue point of the paralysed muscles’. In 
conclusion it is stated that ‘when the Foster 
frames are available for use within a few days 
of the onset of paralysis it will be possible to 
ensure that no hitching of the pelvis, or torti- 
collis, or shunt of the chest to the right or left 
of the pelvis will develop .. .’ 


Vitamin C and Desoxycorticosterone in 


Chronic Rheumatism 

A ReEporRT of the results obtained by combined 
injection of ascorbic acid and desoxycorti- 
costerone in five cases of chronic rheumatism is 
given by MM. Albeaux-Fernet, Danel and 
Deribreux (Bulletins et Mémoires de la Société 
Médicale des Hépitaux de Paris, March 24-31, 
1950, 66, 497). First, the desoxycorticosterone 
in oily solution was injected intramuscularly, 
and then the ascorbic acid intravenously some 
minutes later. The results obtained were 
variable, and it was found that an interval of 
more than two hours between the introduction 
of the two substances rendered the treatment 
ineffective; also desoxycorticosterone by mouth 
proved inactive. In order to obtain the best 
combination of the two substances, they were 
injected simultaneously, in the same syringe: 
1 g. of ascorbic acid in 10 per cent. solution and 
5 mg. of hydrosoluble desoxycorticosterone. Of 
the 5 cases so treated the results were good in 
3: marked decrease or disappearance of the 
joint pains lasting for ten to twenty-four hours, 
with a feeling of well-being. In the other two 
cases results were negative, but these were not 
genuine cases of chronic polyarthritis: one was 
a case of rheumatic purpura and the other a 
case of acute articular rheumatism. Particulars 
of the five cases are given: In one, a woman of 
fifty with spondylitis, there was dramatic im- 
provement which persisted after ten injections. 
In two other cases sleep, which had been im- 
possible for a long time, was good and the 
patients could walk and lift objects. In con- 
clusion it is stated that only the future can give 
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any idea of the duration of the amelioration 
obtained, and the study of other cases, which is 
being carried out, will permit a better estima- 
tion of the value of the treatment and its 


limitations. 


Ouabain in Shock 


For the treatment of the myocardial depression 
that sometimes occurs in shock B. B. Sankey 
and T. I. Crawford (Current Researches in 
Anasthesia and Analgesia, May-June 1950, 29, 
148) recommend the administration of ouabain. 
It should not be used as a routine measure, but 
only in patients who do not respond well to the 
usual restorative measures and in whom 
myocardial depression is present. Such de- 
pression is usually indicated by a progressive 
and continued narrowing of the pulse pressure, 
a rapid pulse and a slow capillary refill time. 
The use of ouabain is contraindicated if digitalis 
has been administered recently and in severe 
cerebral arteriosclerosis. It should be used with 
special care in cases of thyrotoxicosis and of 
coronary sclerosis and angina. The dose is 0.3 
to 0.5 mg. intravenously, and an effect is usually 
seen in one to eight minutes. As calcium salts 
and ouabain are synergistic, they must never be 
given together. Ouabain is eliminated from the 
body in twenty-four hours, and following the 
administration of one dose of the drug, steps 
should be taken to ensure that the patient is 
fully digitalized by the time the ouabain effect 
has worn off. Details are given of 30 patients 
who received ouabain following the onset of 
shock during anzsthesia. Twenty-seven of them 
responded satisfactorily. It is stated that since 
the completion of the report, 37 additional cases 
have been treated with ‘satisfying results’. The 
final conclusion is reached that ‘using the in- 
dications for ouabain judiciously, after the usual 
restorative measures have failed to elicit a 
satisfactory response, and with awareness of the 
potential dangers and contraindications to its 
use, we believe that ouabain has proved to be a 
valuable aid in treatment of shock, and in acute 
and incipient cardiac failure during anzsthesia’. 


The Clinical use of Visammin (Khellin) 


VISAMMIN (khellin), a preparation of the active 


principles of the fruit of the plant Ammi 
visnaga Lam, has been used in a series of cases 
comprising angina pectoris (14), chronic cor 
pulmonale (8), and acute bronchial asthma (21), 
by R. H. Rosenman et al. (Journal of the American 
Medical Association, May 13, 1950, 143, 160). 
In the cases of angina pectoris and chronic cor 
pulmonale the drug was given by mouth, in the 
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form of sugar-coated tablets of 50 mg., after 
meals: average daily dose 100 to 300 mg. In the 
cases of acute bronchial asthma, a single intra- 
muscular injection of 100 to 200 mg. was given 
during the acute attack. In the angina pectoris 
group, a good response was obtained in 11 cases, 
moderate in 1, and no improvement in 2. In the 
chronic cor pulmonale group, there was distinct 
improvement in respiratory distress, colour, 
exercise capacity and dyspneea in all 8 cases 
following the administration of 100 to 300 mg. 
visammin daily. In 9 of the 21 patients with 
acute bronchial asthma there was marked im- 
provement, the response occurring within five 
to ten minutes of the injection; it was usually 
short-lived. Untoward secondary reactions 
occurred in 17 of the entire series of cases 
treated: nausea, constipation, dizziness, diar- 
rheea, somnolence, insomnia, urticaria and der- 
matitis; the incidence of these _ reactions 
increased with larger doses. In conclusion it is 
stated that ’the results indicate that visammin 
is a drug with definite therapeutic effects in 
angina pectoris, chronic cor pulmonale and, 
possibly, in acute bronchial asthma’. 


Prostigmin in the Treatment of Pyrosis 
of Pregnancy 

M. Dumont and P. Bourbon (Presse Médicale, 
June 10, 1950, 58, 646) record the results of 
prostigmin therapy in 46 cases of pyrosis in 
pregnancy. The drug was given in 4 cases by 
intramuscular injection in dosage of 0.5 mg., 
and in the remainder by mouth, in dosage 
varying from 15 to 75 mg. In the first group the 
treatment was successful in 2 cases: in the 
second group the symptoms were successfully 
combated in 20 cases, improved in 5; the 
remainder failed to respond to treatment. In the 
oral group, 12 patients were treated with dosage 
of 30 mg., with 8 successes and 2 improved. In 
19 cases the rapidity and duration of action 
were observed: the rapidity of action varied 
from five minutes to one hour, and the duration 
of action from one hour to two days. Of the 46 
cases treated, complete success was obtained in 
48 per cent., amelioration in 15 per cent.; 
failure in 37 per cent. The drug was well 
tolerated by all patients and had no untoward 
effect on the normal course of the pregnancies 


Is Phenolphthalein a Safe and 
Efficient Laxative ? 

IN a ‘critical review’ of the present status of 
phenolphthalein, E. W. Abramowitz (American 
Journal of Digestive Diseases, March 1950, 17, 
79) concludes that this drug is a safe, useful and 
efficient laxative. There is no evidence that it 
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causes irritation of the intestines, kidneys or 
liver. Its mode of action in the intestine is 
directly on the muscle. In the case of the liver, 
American investigators are quoted as reporting 
that ‘our study indicates that phenolphtha'ein, 
in larger than therapeutic doses, is not harmful 
to the liver . . . A critical review of the literature 
has failed to disclose cases of liver damage 
following the ingestion of phenolphthalein, 
notwithstanding its extensive use as a laxative’. 
It is also concluded that there is no good 
evidence to suggest that phenolphthalein has 
any effect on the blood or capillary permeability. 
Neither albuminuria nor hepatic involvement, 
including jaundice, is a contraindication to the 
use of phenolphthalein. The only allergic re- 
action to phenolphthalein is a skin eruption, and 
this is said to be ‘relatively rare considering the 
extensive use of the drug”. Neither asthma nor 
vasomotor rhinitis has been reported as arising 
from the use of phenolphthalein. The recom- 
mended dose for adults is 2 to 5 grains (65 mg. 
to 0.3 g.), and up to 3 grains (0.2 g.) for children. 
Children apparently tolerate relatively large 
doses. ‘ Overdose of phenolphthalein requires 
expectant treatment only; seldom medication’. 


Chloromycetin in Typhoid Fever 

As a result of their experience in 79 cases of 
typhoid fever, I. Medina et al. (Journal of 
Tropical Medicine and Hygiene, June 1950, 53, 
119) report that in ‘a substantial majority’ of 
their patients the condition was controlled by a 
total dose of chloromycetin of 15 g. when the 
patient was in the first decade, and 18 to 21 g. 
for those over ten years of age. No relation was 
noted between the length of time the patient 
had been ill and the resistance of the infection 
to treatment. No troublesome side-effects were 
noted, although several patients vomited before 
and after taking the drug. The first evidence of 
the effect of chloromycetin was an improvement 
of the toxic state of the patient. Stool cultures 
became negative on the third day. There was no 
indication of organisms becoming resistant. 


Baldness caused by Massage 

R. E. Bowers (British Journal of Dermatology 
and Syphilis, June 1950, 62, 262) describes six 
cases of partial alopecia due to massage of the 
scalp. In each of the cases vigorous massage of 
the scalp was carried out as a routine, and in 
each instance patches of partial baldness 
appeared on the scalp. The characteristic 
features of the condition are: (1) patchy baldness 
develops, more or less gradually, the affected 
sites being covered with short, lustreless, brittle, 
and sometimes twisted, hairs; (2) the hairs may 
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be firmly fixed to the scalp, but pull out easily; 
(3) microscopic examination shows the affected 
hairs to be frayed, as in trichorrhexis nodosa. 
In view of the firmly established belief of the 
public that scalp massage has a beneficial effect, 
the author states that it was difficult to persuade 
the patients to abandon the habit; this was 
achieved, however, and in each instance the 
patches of baldness recovered quickly. It is 
stated that massage of the scalp is more likely to 
damage hair which is already weakened. No 
incriminating evidence of any type of lotion 
employed was obtained in the recorded cases: 
one patient used olive oil only, and one 
petroleum jelly. ‘It is suggested that massage is a 
cause of some cases reported as trichorrhexis 
nodosa and fragilitas crinium’. 


Gastric Symptoms in Bronchial 
Carcinoma 


OF 225 patients with bronchial carcinoma in the 
II Surgical University Clinic, Vienna, examined 
by M. Wenzl (Wiener klinische Wochenschrift, 
April 14, 1950, 62, 261), 72 had gastric symp- 
toms, and some of these had been admitted for 
gastric investigation. Increasing anorexia was 
the chief complaint in 26, whilst 18 noticed in- 
definite epigastric pain, fullness, and nausea. It 
is suggested that the mediastinal lesion pro- 
duces irritation of the vagus, which is responsible 
for the functional gastric disturbances. If there 
should be subsequent interference with the 
vagus through cancerous infiltration, inhibiting 
action of the splanchnic nerves will lead to 
decrease in gastric tone and mobility. 


Administration of Para-aminosalicylic 


Acid 


Tue following formule for preparations of 
p-aminosalicylic acid are recommended by 
M. QO. Holland (Pharmacy International, April 
1950, p. 11: quoted in Pharmaceutical Journal, 
June 10, 1950, 164, 464):— 
For oral administration :- 
p-aminosalicylic acid 
Sodium bicarbonate . 


Wintergreen oil 
Distilled water ... ; = 


20.08 
12.0g 

0.06 ml 

100.0 g. 


An ointment for local application :— 
Sodium p-aminosalicylate 
Eucerin anhydrous = 
Sodium metabisulphite sos 
Distilled water .. hand to 


10.0 g 
60.0 g. 

1.0 g. 
100.0 g. 

The instructions for making the ointment are: 
‘Dissolve the sodium p-aminosalicylate and 
sodium metabisulphite in water and warm to 
65° C., then add the anhydrous eucerin; tri- 
turate the mixture until cool’. 
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Clinical Examination of Patients. By JouN 
FORBES, M.D., M.R.C.P., and W. N. MANN, 
M.D., F.R.C.P. London: Edward Arnold 
& Co., 1950. Pp. 323. Figures 60, with 
4 coloured plates. Price 18s. 

A GUIDE to the student during his introduction 
to clinical medicine is appropriately contributed 
by comparatively young physicians engaged in 
teaching elementary principles and appreciative 
of the difficulties encountered by their charges. 
For this purpose the present authors are well 
equipped, and they have been completely 
successful in producing an admirable guide 
which, whilst avoiding over-elaboration, has 
omitted no essentials and has also included 
sufficient of extra clinical details in their correct 
proportion and relation to clinical practice. 
The teaching throughout is sound, unambiguous 
and dogmatic—perhaps in places a little too 
much so. There will not be general agreement 
that ‘skodaic resonance, cracked-pot resonance, 
Grocco’s triangle and Traube’s sign may now 
be regarded as obsolete signs of no practical 
importance’. The book is eminently readable, 
the style is good and care has clearly been taken 
to avoid typographical errors. Only a hyper- 
sensitive critic will cavil at a few solecisms. 
The reviewer confesses to a little irritation at the 
excessive employment of the word ‘important’ 
to an extent which almost suggests a verbal 
tic. Apart from this effect upon the reader, all 
sense of values is sacrificed by such an applica- 
tion. Preference for ‘chorioid’ may be questioned 
as an unnecessary emphasis on accuracy, since 
the almost universal practice of ‘choroid’ 
exposes the authors to a charge of ignorance or 
carelessness. What is Thudicum’s spearbun? 
Was its inventor the Thudichum with an 
eponymous chemical test? Trivial observations 
these which will show the young authors how 
carefully their book has been read. It may be 
most highly recommended and we do not 
hesitate to say so. 


An Introduction to Pathology. By G. Pay- 


LING WRIGHT, D.M., F.R.c.P. London, 
New York and Toronto: Longmans, 
Green & Co., 1950. Pp. x and 469. 
Figures 232. Price 30s. 
PROFESSOR PAYLING WRIGHT’S book is a textbook 
of general pathology, and an extremely good 
one. It covers the conventional subjects—the 
principles of infection, inflammation, degenera- 
tive and regenerative processes, vascular dis- 
turbances and neoplasia. But whilst the general 
plan is conventional, it is applied with unusual 
and most desirable stress on dynamic concepts. 


Most pathologists will agree today on the 
importance of studying and teaching the 
functional abnormalities of disease; but often 
enough they pay it lip service only. Professor 
Wright’s consistently physiological approach is 
one of the chief merits of his book. Another is 
the admirable digestion and integration of the 
principles of immunology in his description of 
infective disease. But it is surprising (and one 
of the few criticisms that one would make of 
the book) that the subject of allergy is discussed 
only in relation to tuberculosis, and only briefly 
there; a treatment bearing no relation to its 
importance as a factor in human disease. 
Chapters of special interest are those on genetics 
in disease, tissue reactions in virus infections, 
and hemorrhage and its effects. They give in- 
formation and a viewpoint not easily available to 
the undergraduate in existing pathological 
literature. The book is lucid, readable and 
scholarly. It is well referenced, and the refer- 
ences show an admirable historical perspective. 
It can be enthusiastically recommended to the 
medical student beginning the study of path- 
ology—although it may encounter the economic 
obstacle that it inyolves the purchase of an extra 
textbook, since he must learn his special path- 
ology from another source. The medical prac- 
titioner who has time and enthusiasm enough 
to remind himself of the fundamentals of 
medicine cannot do better than read it. 


A Textbook of Endocrinology. Epitep BY 
Rosert H. WILLIAMS, M.D. Philadelphia 
and London: W. B. Saunders Company, 
1950. Pp. 805. Figures 168. Price 50s. 

Tue fruits of endocrine research are continually 

giving new ideas to general medicine. A result 

of this is that it is no longer enough for a text- 
book of endocrinology to describe a series of 
syndromes due to dysfunction of one or several 
of the ductless glands, but it must set out to 
integrate new and wide conceptions into general 
medicine as a whole. The Editor of this book 
has, in assailing this task, achieved no small 
measure of success, although the very number 
and distinction of his collaborators have led to 
widely differing styles that impair the unity of 
the work. It would be invidious to pick out any 
section for special praise as there is a wealth of 
information in them all, but in view of the recent 
world-wide excitement over cortisone, the 
chapter on the adrenals by G. W. Thorn must 
be of special interest. The work of the Smiths 
on the endocrine changes in toxzmia of late 
pregnancy and on menstrual toxin has been 
stimulating and provocative for some years, 
and in the section on the ovaries G. V. Smith 
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gives a summary of much that is known in 
gynzcological endocrinology. The illustrations 
are for the most part clear and make their 
points well, but unimpressive, a 
criticism that applies especially to those in 
colour. This is a book that will be valued highly 
by those practising as physicians. It has a lot 
of practical material in it but is likely to prove 
rather long and detailed for the average man in 
general practice. 


some are 


Postgraduate Obstetrics and Gynecology. 
By F. J. BROWNE, M.D., D.Sc., F.R.C.S.ED., 
F.R.C.0.G. London: Butterworth & Co. 
(Publishers) Ltd., 1950. Pp. vi and 501 
and 43. Figures 105. Price 50s. 

Tuts work, which comprises some 500 pages, 

has been awaited with expectation. In the 

preface the author states that the book embodies 
the substance of postgraduate lectures delivered 
in recent years, so that it is obviously directed 
mainly towards those who are reading for higher 
obstetrical and gynzcological qualifications. He 
also makes the important point that subjects 
considered in his well-known monograph on 

‘Antenatal and Postnatal Care’ have largely been 

omitted from the present work. The gaps so 

created lead to a degree of lack of 
continuity, which is to some extent regrettable. 

The matter is not at all arranged in sequence 

according to the two subjects. Thus, thrombosis 

in veins (page 161) is considered both in its 
association with obstetrics and as a sequel to 

pelvic surgery, and this is followed on page 171 

by a chapter on the physiology and pathology of 

lactation. There is therefore a certain sense of 
isolation in the individual chapters, which tend 
to represent up-to-date presentations of in- 
dividual aspects of obstetrics and gynzxcology. 
In this respect the author has succeeded 
brilliantly, and his clarity of description and 
wide knowledge of the literature of the subject 
make for easy and extremely informative 
reading. One thing is demonstrated—that the 
old problems still remain problems. Thus, the 
uncertain effect of endocrine treatment of 
functional disorders, the difficulties experienced 
in the treatment of uterine inertia, the pros and 
cons of operative versus radium treatment of 
early carcinoma of the cervix, are all judicially 
discussed. But it is clear that finality in con- 
ception and agreement on the management of 
these and many other conditions has not yet 
been reached. Chapters on pre- and post- 
operative care and on blood transfusion are 
contributed by Dr. J. C. McClure Browne, and 
these add materially to the value of the volume. 

Several features not usually included in an 

ordinary textbook are considered. Thus, inter- 

sexuality occupies a chapter of 9 pages, intestinal 


certain 
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obstruction in pregnancy comprises 4 pages, 
whilst the consideration of the ureter in 
gynzxcological conditions occupies 10 pages. 
These, and numerous other matters discussed, 
constitute a volume which calls for a 
knowledge of obstetrics and gynzcology 
their full appreciation. It is therefore not a book 
for the undergraduate reading for a qualifying 
examination. But for the postgraduate and the 
specialist in the subject it is a mine of up-to-date 
information, judicially and clearly presented, 
into which he may dip many a time and never 
without benefit to himself. 


basic 
tor 


Regional Ileitis, By Burret. B. CRoun, 
M.D. London: Staples Press Ltd., 1949. 
Pp. viii and 229. Price 30s. 

Tue condition of regional ileitis, of 
isolated cases had been previously described by 
a number of authors, established as a 
definite clinical entity by Crohn, Ginzburg and 
Oppenheimer in 1932. Many cases of different 
type and extent have now been encountered, 
some involving more distant parts of the gut, 
such as the colon and duodenum. This book is 
based on a study of 298 cases, comprising 222 
cases of chronic regional ileitis, 16 cases of acute 
ileitis, 38 cases of ileo-jejunitis and 22 cases of 
ileitis with involvement of some part of the 
large bowel. Reference is made to the experi- 
ences of many workers in this disease which 
presents many different features. In the 
chapter on etiology various theories of origin 
which have been suggested are discussed, but no 
definite causation has yet been discovered. An 
interesting account 1s given of the gross and 
microscopic pathology. In the chapter on the 
clinical features of the disease, special emphasis 
is laid on diarrheea as an important symptom, 
and on the occurrence of external and internal 
fistulae. The course, complications, X-ray ex- 
amination and treatment have been adequately 
described and well illustrated. A large list of 
references is given. A good résumé of present 
knowledge of this disease has been presented. 


Proctology in General Practice. By J. 
PEARMAN NESSELROD, M.D., M.S., F.A.C.S. 
Philadelphia and London: W. B. Saun- 
ders Company, 1950. Pp. xvii and 276. 
Figures 64. Price 30s. 

THE author states that this work is intended not 

so much as a contribution to the special field of 

proctology as an aid to medical students, house 
officers, general practitioners and general sur- 
geons in their daily work. He rightly lays stress 
on the important part played by proctology in 
general medicine. Most sections of the book are 
excellent, well written and well illustrated. 
Special mention should be made of the chapters 


which 


was 


so 
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dealing with the ‘preparation and conduct of 
examination for proctoscopy’, and ‘diagnostic 
proceedings’ ; that dealing with ‘pre- 
operative treatment and clinical proctoscopy’. 
The author is not a strong advocate of injection 
treatment for hemorrhoids, but favours opera- 
tive measures, if the hemorrhoids require any 
treatment. Possibly he over-emphasizes the 
complications which may result from this 
method of treatment and which undoubtedly are 
of rare occurrence. The chapter dealing with 
‘pruritus ani’ is a little disappointing. On the 
whole, this book can be strongly recommended 
as well fulfilling the function for which it is 
intended. 


also 


Lehrbuch der Verdauungskrankheiten. By 
Pror. NORBERT HENNING, M.D., with the 
radiological collaboration of WALTHER 
BAUMANN, M.D., Stuttgart : Georg Thieme 
Verlag, 1949. Pp. 799. Figures 334, many 
in colour. Price DM 68. 

As evidence of a renaissance in German 

medicine, all students will welcome a new 

German textbook. This covers the field of 

digestive diseases, in which German writers 

made so many pioneer studies. But it is pain- 
fully clear how far German medicine at present 
lags behind modern thought on this subject. It 
is perhaps due to difficulties in obtaining non- 

German literature, that references to books by 

Alvarez, Babkin, Wangensteen, Wolf and Wolff 

are omitted. A book so hopelessly parochial, 

can only be recommended to the English reader 
as a reference source to the German literature. 

Despite difficulties of publication, the produc- 

tion is worthy of Georg Thieme, and the X-ray 

photographs are admirable examples of the best 

German radiology. 


Notes on Communicable Diseases of Labora- 


tory Animals. By H. J. PARisH, M.D., 
F.R.C.P.Ep., D.P.H. Edinburgh: E. & 5. 
Livingstone Ltd., 1950. Pp. vii and 69. 
Price 3s. 
As the title indicates, these are notes on the 
contagious diseases of laboratory animals, that 
under the various species indicate the cause, 
lesions and symptomatology of the more com- 
mon diseases. The most effective methods of 
controlling these diseases are described. The 
booklet will provide a useful guide to those in 
charge of laboratory animals, particularly if they 
already possess some knowledge of contagious 
disease and its causes. 


NEW EDITIONS 


Disorders of the Blood, by Sir Lionel Whitby, 
C.V.0., M.C., M.D., F.R.C.P., D.P.H., and C. J. C. 
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Britton, M.D., D.P.H., in its sixth edition (J. & A. 
Churchill Ltd., 42s.) has been subjected to 
extensive revision. Among the new material are 
sections on the anticoagulants, heparin and 
dicoumarol, and their use in the prevention of 
thrombosis; folic acid and vitamin B,, in the 
treatment of anemia; new material and tables 
demonstrating the Fisher and Kell-Cellano 
blood factors in the chapter on hemagglutina- 
tion and blood transfusion; the inclusion of a 
number of new substances in the chemical 
poisons in the chapter on the haemolytic 
anzmias; Discombe’s method of enumeration of 
eosinophils. These are but a few items chosen 
at random from the wealth of new material that 
has been added to this well-known textbook of 
hzmatology, the new edition of which is assured 
of a warm welcome. 


VoiuME IV of A Text-Book of X-ray Diagnosis, 
edited by S. Cochrane Shanks, M.D., F.R.C.P., 
F.F.R., and Peter Kerley, M.D., F.R.C.P., F.F.R., 
D.M.R.E., in its second edition (H. K. Lewis & 
Co. Ltd., 60s.) is devoted to the bones and joints 
and soft tissues. Following an opening chapter 
on normal bones and joints, the general 
pathology of bone is debated, and then con- 
genital malformations, injuries and fractures, 
diseases and tumours are dealt with. The book, 
which is the composite work of a number of 
British authors, is beautifully illustrated, the 
reproductions of X-ray films totalling 553. 


A Manual of Cardiology, by Thomas J. Dry, 
M.B., CH.B., M.S. This book, in its 
edition (W. B. Saunders Company, 25s.), has 
been completely revised for the incorporation of 
new material since its first appearance in 1943 
Although not large in size, this work is com- 
prehensive, covering the clinical features, 
diagnosis and treatment of the different cardiac 
affections. The author, who is consultant in 
cardiology at the Mayo Clinic, has compiled a 
work of great practical value. 


sec ynd 


Textbook of Gynaecology, by J. H. Peel, B.m. 
B.CH., F.R.C.S., F.R.C.O.G., in its third edition 
(William Heinemann (Medical Books) Ltd., 
24s.) has not been subjected to any extensive 
revision, but advances in treatment that have 
proved their value have been included. The new 
edition is well produced. 


Aids to Materia Medica, by George H. Newns, 
M.D., M.R.C.P., in its fourth edition (Bailli¢re, 
Tindall & Cox, 5s.) has been brought up to 
date by the inclusion of drugs contained in the 
British Pharmacoperia, 1948. 


The contents of the September issue, which will contain a 
symposium On “Tuberculosis’, will be found on page lvi 


Notes and Preparations, see page 203 
Fifty Years Ago, sce page 207 
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An increasingly 
important factor in 
the treatment of 
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f FATIGUE AND ASTHENIC STATES 
BLOOD DYSCRACIAS 
ACUTE INFECTIONS 
WOUNDS AND FRACTURES 
GUM INFECTIONS A 


In all these maladies valuable results from the use of 
natural vitamin C, in the form of Ribena, are con- 
stantly being reporied—-even in obstinate cases. Ribena 
is the pure undiluted juice of fresh ripe blackcurrants 
with cane sugar. It is delicious to take and, being freed 
from all cellular structure of the fruit, will not upset 
the most delicate stomach. It is exceptionally rich in 
natural vitamin C (not less than 20mgm. per fluid 
ounce) and associated factors. 


Ask your secretary to write for more detailed 
information now 


Ribena 


(RIBES NIGRA) 
BLACKCURRANT SYRUP 
Rich in natural Vitamin C 
\Iy 
IN 
H. W. CARTER & CO. LTD. (Dept. 5.L), 

THE ROYAL FOREST FACTORY, COLEFORD, GLOUCESTER 


EIRE Inquiries should be addressed to 
Proprietaries (Eire) Ltd., 17/22 Parkgate Street, Dublin 
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NEW 
POWERFUL BACTERICIDE 


BRADOSOL 


(Rideal-W alker Coefficient 450) 


Non-irritant antiseptic 
for hospital and general use 


Effective in low concentrations 
Wounds and Burns 
Pre-operative hand and skin disinfection 


Obstetrics and Gynaecology Urology 





Dermatology Gargle and Mouthwash 
Disinfection of instruments, utensils and linen 
Air disinfection 
Bradosol solutions are detergent and 
penetrate tissue surfaces, facilitating 
cleansing and the removal of grease 


Bradosol is 5-phenoxy-ethyl-dimethyl-dodecyl ammonium bromide, 
a quaternary ammonium compound. It is supplied as a pleasantly 
perfumed 5°, aqueous solution ready for dilution. 


Bottles of 2, 20, and 80 fi. ozs. 


Please apply for literature and sample 


(‘ Bradosol’ is a registered trade mark) 
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CIBA LABORATORIES LIMITED - HORSHAM - SUSSEX 
Telephone : Horsham 1234 Telegrams : Cibalabs, Horsham 












































NOTES AND PREPARATIONS 


NEW PREPARATIONS 


Berortis Evixir (vitamin B,, 4 mg.; riboflavine, 
4 mg.; vitamin Bg, 2 mg.; nicotinic acid, 20 mg.; 
in each $ fluid ounce) is a vitamin B complex 
liquid product which on account of its pleasantly 
flavoured syrup base can be administered with 
ease to children, and to adults who find difficulty 
in swallowing tablets or capsules. It is available 
in bottles of 4 and 40 fluid ounces. (Vitamins 
Ltd., Upper Mall, London, W.6.) 


DistaQuaINnE G.—Two new forms of Dista- 
quaine G have been placed on the market: 
(1) ‘Distaquaine Fortified’, in which each dose 
of 300,000 i.u. procaine penicillin G is accom- 
panied by 100,000 i.u. of crystalline potassium 
penicillin G, with the object of combining the 
immediate action of the soluble potassium salt 
with the prolonged action of the procaine salt; 
(2) ‘Distaquaine Suspension’, a ready prepared 
aqueous suspension, containing 300,000 1.U ot 
procaine penicillin G in each ml. (The Dis- 
tillers Company (Biochemicals) Ltd., Speke, 
Liverpool 19. Distributors: Allen & Hanburys 
Ltd.: British Drug Houses Ltd.; Burroughs 
Wellcome & Co.; Evans Medical Supplies Ltd. ; 
Imperial Chemical (Pharmaceuticals) Ltd.; 
Pharmaceutical Specialities (May & Baker) 
Ltd.) 

INJECTION OF HEPARIN RETARD—Boots.—This 
is a sterile preparation of heparin in a modified 
Pitkin’s menstrum, which exerts a prolonged 
anticoagulant action and so obviates the neces- 
sity for repeated intravenous injections. Its use is 
indicated in the prophylaxis and treatment of 
thrombo-embolic Issued in am- 
poules of 2 ml. (20,000 i.u.), in boxes of six. 
(Boots Pure Drug Co. Ltd., Station Street, 
Nottingham.) 


conditions 


Menopax.—Menopax tablets now contain 7.5 
micrograms of ethinyl «estradiol instead of 
stilbeestrol. The sedative part of the product 
remains unaltered. (Clinical Products Ltd., 2 
The Green, Richmond, Surrey.) 

NEUTRADONNA is a mixture of synthetic alu- 
minium sodium silicate and extract of bella- 
donna, the alkaloid content being equivalent to 
0.0075 per cent. of hyoscyamine. It is a white, 
tasteless powder, each 2g. of which contains 
the equivalent of about 0.5 ml. of tincture of 
belladonna B.P. Its use is indicated in the 
treatment of acid dyspepsia and peptic ulcer, 
and also in sickness of pregnancy. It is stated 
not to cause alkalosis, diarrhaea or constipation. 
Issued in containers of 25 g. and 100 g. (British 


Schering Ltd., 229-231 Kensington High 


Street, London, W.8.) 
PREGNENOLONE B.D.H. (°-pregnenolone or 
, °-pregnen-3(%)-ol-20-one) is a substance 
isolated from hog testes. It is quite distinct 
chemically from pregneninolone, which is 
ethisterone (anhydrohydroxy-progesterone). 
Pregnenolone is stated to have a sparing action 
on the adrenal cortex, and to lower the 17-keto- 
steroid excretion when above normal, as in 
acute stress, fatigue and ‘spondylarthritis’. It has 
been used with some success in the treatment of 
rheumatoid arthritis. Issued in ampoules of 
100 mg., in boxes of 3. (The British Drug 
Houses Ltd., Graham Street, London, N.1.) 


RONDASE-HYALURONIDASE (Evans) is a purified 
hyaluronidase of mammalian testes, available 
as a freeze-dried preparation in 7 ml. rubber- 
capped vials, each vial containing approximately 
3 mg. of solid material. It acts as a ‘spreading 
factor’, and its use is indicated in hypodermo- 
clysis (particularly in young children and infants 
when intravenous infusion is difficult). It is 
stated to be effective in spreading the anzsthetic 
action of procaine, and to be of value in chemo- 
therapy when oral administration is not 
practicable. Issued in boxes of 6 rubber-capped 
vials of 3 mg. (Evans Medical Supplies Ltd., 
Speke, Liverpool 19.) 

SECLOPEN (dry procaine penicillin G 
sodium penicillin G) is a sterile powder which 
readily forms an aqueous suspension of penicillin, 
when sterile distilled water or normal saline is 
injected into the vial. When so prepared, each 
1 ml. dose contains procaine penicillin G, 
300,000 units, and crystalline sodium penicillin 
G (buffered), 100,000 units. The procaine 
content of the suspension is 120 mg. per ml. 
It is stated that from a single injection of 1 ml. 
suspension of Seclopen, the penicillin is rapidly 
released into the blood stream, the peak level 
being reached soon after injection, and sustained 
at a lower level for twenty-four hours upwards. 
(Glaxo Laboratories Ltd., Greenford, Middle- 
sex.) 


with 


NEW APPARATUS 
THe ResoMax 300 X-RAY UNIT is designed for 
continuous operation at 300 kVp. and 20 mA. 
tube-current, and gives an X-irradiation output 
of 80 r. per minute, free-in-air, at 50 cm. with 
a half value layer of 2.0 mm. of copper, or 60 r. 
per minute with a half value layer of 2.5 mm 
of copper. The shock-proof X-ray tube head is 
supported on a single stand, free of projections. 


CONTINUED ON PAGE 204 
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Movements of the tube head are controlled by 
motor drive, and also manually. The control 
unit is of desk type which provides for the 
operator’s clerical work; there is also an 
automatic 0/55-minute treatment timer, which 
can close the shutter at the tube head, or switch 
off the high voltage. A dosage monitor is 
included, and facilities for loud-speaker inter- 
communication with control and treatment 
rooms. This X-ray unit is stated to be the first 
multisection apparatus, with sealed-off X-ray 
tube, to be wholly designed and manufactured 
on production basis in Britain. (Newton Victor 
Ltd., 15 Cavendish Place, London, W.1.) 

THE ROYAL SOCIETY OF MEDICINE 
At the Annual General Meeting of the Royal 
Society of Medicine, on July 4, the gold medal 
of the Society was presented to Professor E. D. 
Adrian of Cambridge, and the Diploma of 
Honorary Fellowship to Professor Gigon of 
Basle. Honorary Fellowships were also awarded 
in absentia to Professor Wilder G. Pen- 
field of Montreal, Professor Gésta Forssell of 
Stockholm, Professor Bernardo Alberto Houssay 
of Buenos Aires, and Professor Abdul Mooro 
Pasha of Cairo. After the meeting, Honorary 
Fellows and guests were entertained to lunch 
by the Officers and Council of the Society. 

PUBLICATIONS 

British Empire Cancer Campaign.—The twenty- 
seventh annual report for the year 1949, edited 
by Sir Heneage Ogilvie, contains among a 
wealth of material, accounts of the advances 
made in the use of radioactive isotopes, and of 
work carried out on the growth-inhibitory and 
carcinogenic actions of nitrogen mustard and the 
di-epoxides. Another report of interest is that 
dealing with malignant tumours in infancy 
and childhood. (11 Grosvenor Crescent, 
London, S.W.1.-) 


Nuffield Foundation Report.—The Fifth Report 
of the Nuffield Foundation for the year ending 
March 31, 1950, attractively printed by the 
University Press, Oxford, lists the new grants 
made to various institutes, university depart- 
ments, and committees, and gives an account of 
its interest in rheumatism. In the chapter en- 
titled ‘Fundamental Research’, it is explained 
that the Foundation has chosen to look especially 
for chances of advancing studies in two com- 
paratively neglected subjects—biology and 
sociology. The Report concludes with five ap- 
pendices, listing among others, persons who 
have received fellowships and scholarships. (12 
& 13, Mecklenburgh Square, London, W.C.1.) 


Industrial Health.—This inexpensive little book, 
described by the authors, R. Passmore and 
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C. N. Swanston, as a brief statement of the 
rules of industrial hygiene, based on simple and 
straightforward principles of human physiology 
and psychology, will be found helpful by 
students of medicine, science, or law, industrial! 
nurses, works managers, and personnel officers 
The presentation is lucid and practical, and the 
text is illustrated with useful tables, charts, and 
diagrams. (E. & S. Livingstone Ltd., Edinburgh, 
1950. Pp. 110. Price 4s. 6d.) 


Practical Value of BCG Vaccination.—The 
International Tuberculosis Campaign in Copen- 
hagen has recently issued a Review and Digest 
of Selected Publications on this important 
subject, covering the period 1925 to 1949. Of 
the 33 publications included in the survey, 9 are 
by American, 7 by Scandinavian, 6 by French, 
and 5 by English authors. 

Vitamins and Minerals Charts.—We have re 
ceived from the Research Laboratories, Vitamins 
Ltd. four interesting coloured charts showing 
the vitamins and minerals in cereal foods, in 
vegetables and fruits, in dairy produce, and in 
meat and fish. From the daily human needs and 
from the distribution of nutrients in foods a 
figure has been worked out, indicating how many 
hours of the twenty-four would be supplied 
adequately by given weights of each food. (23 
Upper Mall, Hammersmith, London, W.6.) 


National Register of Chiropodists.—The eighth 
edition of the Register of Chiropodists (May, 
1950), printed and published by direction of the 
Board of Registration of Medical Auxiliaries, 
contains the names, addresses, and qualifica- 
tions of chiropodists in England, Wales, Scot- 
land, Eire, Northern Ireland, and 
Medical practitioners can obtain a copy free on 
application to the Registrar of the Board, 
Tavistock House North, Tavistock Square, 
London, W.C.1. 


British Health Resorts —The eighth edition of 
this Official Handbook of the British Health 
Resorts Association gives useful, authoritative 
information on British health resorts—spa. sea- 
side, inland, including those of the British 
Dominions and Colonies. It is attractively 
illustrated. (6a Bourdon Street, Berkeley Square, 
London, W.1. Price 4s. 6d.) 


overseas 


Bismuth Preparations.—We have received a useful 
booklet, “The Principal Official and Proprietary 
Bismuth Preparations in Use in Europe and 
U.S.A.’—an alphabetical list with brief notes on 
composition and dosage ; two reviews, 
‘Bismuth Carbonate in Peptic Ulcer Therapy’, 
based on papers by Dr. S. Kemp of Copen- 
hagen; and ‘Bismuth: A Survey of the Pharma 


also 


CONTINUED ON PAGE 206 
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maximum therapeutic calue... 
- « « Minimum risk of side-effects 


with OESTROGEN THERAPY in 


® The therapeutic value of stilboestrol—-too Menopausal disorders 
often marred by the development of side- 

reactions—is realized in full with ‘Ovendosyn’, Suppression of lactation 
the trouble-free oestrogen. 

This preparation, which is a combination of 
stilboestrol and calcium phosphate, completely 
obviates or markedly reduces the incidence of 
nausea and vomiting following administration. 
Thus, the comfort of the patient is ensured ; 
adequate doses may be given; and the necessity Sergery of the penis 
for interrupting treatment is avoided. 

*Ovendosyn’ provides a complete replace- 
ment therapy in menopausal disorders and may 
be employed with complete confidence in the 
extending field of indicatiens for stilboestrol. 


Accidents of preguancy 
Prostatic cancer 


Muamps orchitis 


“OVENDOSYN’ 


ISSUED IN TWO STRENGTHS : 


* OVENDOSYN’* TABLETS. Each tablet contains 0-5 mg. 
stilboestrol with calcium phosphate 


*OVENDOSYN ° FORTE TABLETS. Each tablet contains 
5-0 mg. stilboestrol with calcium phosphate 


MENLEY & JAMES, LTD., 123 COLDHARBOUR LANE, LONDON, S.E,: 


owners of the registered trade mark ‘ Ovendosyn’ 





ov/P50 
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cology and Medicinal Uses’, by Dr. Lothar 
Jaenicke, of the University of Marburg. Copies 
obtainable by doctors on application to Mining 
& Chemical Products Ltd., Mansfield House 


376 Strand, London, W.C.2 


OFFICIAL PUBLICATIONS 

A Study of Diphtheria in Two Areas of Great 
Britain.—In June 1939 the Preventive Medicine 
Committee of the Medical Research Council 
set up a Sub-Committee to study mass im- 
munization against diphtheria. Its findings are 
now recorded in a Report by Sir Percival 
Hartley and eight co-workers. Their material 
includes investigations at Newcastle, Gateshead, 
and Dundee, and the analysis is a model of 
detailed, critical, and balanced presentation, 
which, however, does not lend itself to abstract- 
ing. Carefully controlled experiments at the 
Newcastle hospitals showed that patients with 
clinical diphtheria may have a concentration of 
circulating antitoxin at the time of onset, far 
in excess of what is considered adequate for full 
protection. It is advised that active artificial 
immunization against diphtheria be made 
universal. The result would be a marked 
diminution, amounting almost to elimination, 
of deaths from the disease. Inoculation in the 
first year of life, followed at the age of six by a 
single dose of prophylactic and another inocula- 
tion at the age of twelve to fourteen, should 
produce sufficient basal immunity to prevent 
death from the disease in those able to react 
(Med. Res. Coun. Spec. Rep. Ser. No. 272. 
H.M. Stationery Office. Price 4s.) 


Venereal Diseases Survey in Southern Rhodesia. 

From April to October 1949, Dr. R. R. Willcox 
conducted a survey in Southern Rhodesia in 
order to find.out whether more rapid and 
efficient methods of treatment could be applied 
to the African suffering from venereal diseases 
His unit had at its disposal a car and a mobile 
pathological laboratory. His statistics are of 
considerable interest, especially the figures 
giving the V.D. incidence in the Armed Forces 
and police. One of the striking facts noted was 
the apparent relative scarcity of gonorrhea in 
relation to the other venereal diseases. Primary 
syphilis is a severe disease in the Rhodesian 
native because of the rarity of circumcision; 
gummas, both cutaneous and bony, are common. 
14 to 33 per cent. of expectant mothers in the 
towns have a positive serological test for 
syphilis, and early congenital syphilis is a 
definite factor as a cause of infant mortality. In 
the section, “The Normal African’, the results 
are given of a questionnaire addressed to 100 
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Rifles. The 


intercourses in 


men of the Rhodesian African 
maximum number of sexual 
any one day averaged 2.6—maximum 5. These 
men usually cohabit with friends rather than 
with prostitutes. Prophylaxis, local or systematic, 
is usually unsuccessful. Since practically all 
prostitutes desire to become pregnant, no 
contraceptive precautions are taken. (Report on 
A Venereal Diseases Survey of the African in 
Southern Rhodesia, by R. R. Willcox. Presented 
to the Secretary for Health, October 1949.) 


Human Milk: War-time Studies of 
Vitamins and other Constituents.—In this im- 
portant Report by Drs. S. K. Kon and E. H. 
Mawson of the National Institute for Research 
in Dairying, Reading University, which was 
compleied in 1947, investigations are described 
in which the methods developed at the Institute 
for the study of cow’s milk were applied on a 
large scale to human milk. Following the 
introduction of National Wheatmeal Bread 
there was a marked, sustained rise in the vitamin 
B, content of milk, and the distribution of a 
consignment of oranges was followed by a 
similar rise in the vitamin C. Doses of vitamin A 
during pregnancy had no effect on the milk 
subsequently produced. The investigations were 
carried out in Reading, a prosperous country 
town, and in Shoreditch, a London working- 
class district. (Med. Res. Coun. Spec. Rep. Ser 
No. 269. H.M. Stationery Office. Price 4s.) 


Certain 


Researches on the Measurement of Human 
Performance.—Dr. N. H. Mackworth, Assistant 
Director of the Medical Research Council's 
Applied Psychology Research Unit at Cam- 
bridge, during the last war studied and measured 
the influence of certain environmental con 
ditions on behaviour and capacity for work 
His findings are reported in No. 268 of the 
Medical Research Council Special Report 
Series. The first part describes visual vigilance 
tests and the effect of ‘benzedrine’ on the clock 
test (the author has coined a new word ‘ben- 
zedrinized’), whilst the second part deals with 
environmental stress tests. The accuracy of very 
highly skilled men is not affected as much as 
that of the less skilled by high atmospheric 
temperatures, since the former require less effort 
to complete a given task; but the men who put 
the greatest effort into their work deteriorate 
most in hot atmospheres. Arsenical smoke acts 
not so much by affecting any particular function 
as by making people feel so depressed that they 
have no wish to continue working. The Report 
concludes with a valuable list of references 
including a number of unpublished papers 
(H.M. Stationery Office, 1950. Price 4s.) 
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‘ROCHE’ ANTIHISTAMINE 


Different in chemical structure 


from other antihistamine drugs now available 


‘THEPHORIN’ 


NO DROWSINESS 


‘Thephorin’ is distinctive also in its properties: in the 
great majority of cases it is well tolerated and it very 
rarely produces drowsiness. ‘ Thephorin’ can therefore be 


given during the day without inconvenience to the patient. 


Seasonal Indications : 
Hayfever, Insect Bites & Stings 


lablets of 25 mg. in bottles of 50, 250 and 1,000. 


1/so 5°%, ointment in tubes of 1 oz. 


Information and literature are obtainable 
trom the Medical Information Department. 


ROCHE PRODUCTS LIMITED,, 
WELWYN GARDEN CITY, HERTS. 
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When the knife is of no avail... 





In cases of inoperable cancer of the breast 
or prostate, it is found that in many 
instances benefit is derived from the 
administration of sex hormones. These 


are prepared by Organon Laboratories in 





the most convenient form and in suitable 


strengths. 


Full literature with bibliography on request. 





Testosterone Propionate s0 mg. per cc. in 1 cc. and 2 cc 
ampoules 10 cc. vials. 

Methyl Testosterone 25 mg (sublingual) and 50 mg. (oral) 
tablets. 

Testosterone implants too mg. 


Lynoral (Ethinyl Ocestradiol) 1 mg. tablets (scored). 





fe)RGANON 


ORGANON LABORATORIES LTD BRETTENHAM HOUSE LONDON WC. 





THE PRACTITIONER 
fifty Bears Ago 


‘He repays a teacher poorly who remains merely a disciple’. 


-Nietzsche 


AUGUST, 1900 


In these days when medical statistics have 
invaded our professional journals it is amusing, 
and perhaps a little salutary, to turn to a com- 
ment in “The Month’ fifty years ago, entitled 
‘The Infinitesimal Dilution of Statistics’. The 
Editor expresses the ‘profoundest distrust of 
military statistics in the matter of tvphoid fever 
the 21 per cent. of deaths admitted by Lord 
Roberts will doubtless, when the official report 
of the war comes to be written, be reduced to 
an infinitesimal fraction by dilution secundum 
artem with cases of “continued fever.”’’ The 
Lancet, we are told, also anxious to prepare the 
public mind for such a ‘watering’ of the returns, 
was aghast at a suggestion made by Sir Walter 
Foster that medical officers were in the habit of 
recording enteric fever as ‘simple continued 
fever’ with the object of minimizing the number 
of cases of ‘typhoid’. ‘ “He surely could not’’, 
says my guileless contemporary, “have meant 
this’’. Really the Lancet is too mature a matron 
to pose as an ingénue. | trust I can take it upon 
myself to say that Sir Walter did mean it, and 
that he had good grounds for making the state- 
ment. It is notorious that the term ‘simple 
continued fever’ has often been used in the 
army either as a convenient disguise of a truth 
unpalatable to higher powers, or as an excuse 
for not “taking the Although the 
agglutination test for typhoid, which is associ- 
ated with Widal’s name, had been discovered 
four years previously, apparently it was not 
used as a routine at the time of the Editorial 
It may come as a surprise to our readers to 
learn that Field-Marshal Lord Roberts was a 
devotee of homeopathy (‘Bobs’ a homeopath’): 
““Bobs”” may be assumed to be a 
potent effect of infinitesimal 


case.”’ 


‘as such 
believer in the 
dilution’ 

The first of the ‘Original Communications’ 
is from the pen of John Rose Bradford, 
Physician to University College Hospital, and 
Professor Superintendent of the Brown In- 
stitution, who writes on ‘Recent Experimental 
Contributions to the Pathology of Diabetes’ 
The possibility is suggested that the ‘internal 
secretion of the pancreas contains a substance, 
not a glycolytic ferment, but a body which 
antagonizes some other substance produced in 
the body which itself would cause glycosuria’ 
Hector Mackenzie, Physician to St. ‘Thomas's 


Hospital, in his article “Glycosuria and Diabetes 
in Relation to Life Assurance’, mentions three 
methods of testing for sugar: Fehling’s solution, 
picrate of potash, and phenyl-hydrazin. Fehling’s 
solution was introduced by the German chemist 
Hermann von Fehling as long ago as 1848. 
Today Benedict's solution is generally preferred 
for routine use as it is more sensitive than 
Fehling’s and less likely to be reduced by normal 
constituents of urine. It was only discovered, 
however, in 1907 by the American physiological 


chemist Stanley Rossiter Benedict 








Be 


Thomas Willis (1621-1675) 


As this number of The Practitioner was 
largely devoted to diabetes, Thomas Willis 
appropriately is the Hero of Medicine for the 
month. Although this disease had been de- 
scribed by Aretzus and other Greek writers, 
no one had previously noted the sweetness of 
the urine of diabetics. Attention, however, ts 
drawn to the fact that the ancient Indian 
physicians had described the affection under 
mehé (honey urine). ‘Few 


the name of madu 
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Firry Years AGo—continued 

men compressed more solid work into fifty- 
three years of life than Thomas Willis. His is 
one of the few names in the roll of the great 
physicians that are familiar as household words 
in the mouths of students of medicine through- 
out the world’. The following sentence in this 
tribute is worth quoting: “There could be no 
more striking illustration of the condition of the 
healing art in the seventeenth century than the 
fact that the greatest physician of the day took 
an aneurysm of the aorta—as gross and palpable 
as one of Falstaff’s lies—for a wen!’ 

Claude B. Ker’s review on ‘Infectious 
Fevers’ includes an account of Sir Almroth 
Wright and Sir William Leishman’s first results 
of typhoid inoculation, published in the British 
Medical Fournal fifty years ago. A review of 
“The Student’s Handbook of the Surgery of the 
Alimentary Canal’ by A. Ernest Maylard of 
Glasgow, offers this criticism: “The position 
taken by Mr. Maylard as to operation in 
appendicitis is still unsatisfactory, in that he 
only recognizes acute intestinal obstruction or 
perforative peritonitis as the indications for 
operation in early cases. In all others, apparently, 
he would purge the patient freely with sulphate 
of magnesia, or, failing that, with grey powder’. 

At this season of the year the smell of the sea 
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is Once again strong in one’s nostrils, and it is 
instructive to note what remedies were advo- 
cated for sea-sickness in 1900. According to 
H. Partsch, writing in the Medical Record, 
previous preparation is unnecessary and useless. 
‘For the first few days, lie down most of the 
time, keeping the eyes closed, and avoid excite- 
ment or tiring conversation . .. An abundance of 
nutritive material is necessary. One should eat 
about seven times daily, and the sicker the 
patient the oftener he must eat, and the less at a 
time . . . The worst case of retching will be easily 
made comfortable in at least thirty minutes, by 
lying down without a pillow, closing the eyes 
and taking a pint of stout in six doses at five- 
minute intervals’. In a later issue of the Medical 
Record, Dr. I. M. W. Kitchener claims ‘the 
rather dubious honour of being the champion 
sea-sick man of the universe. I always go to sea 
with a bottle of beef tea at one of the head- 
corners of the berth, and a bottle of strong tea 
at the other; and take a dose after each paroxysm 
. .. But Dr. Partsch has forgotten the greatest 
of all alleviations, viz. ice at the nape of the 
neck and base of the brain. I was informed of 
this remedy by a stewardess . . . many years ago. 
I never knew her name and I don’t remember 
how she looked; but I love her still’ 

W.R.B. 


A new oral treatment for 


SECONDARY 








*ORASECRON’ 














* Orasecron ~ 
is inconvenient. 


AMENORRHOEA 


Tablets of progestogen (ethisterone 10 mg 
and cestrogen (ethinyl cestradiol 0.05 mg.) 


permits of oral therapy when parenteral administration 
The administration of 5 tablets at spaced intervals 


on each of two consecutive days may be expected to produce uterine 


bleeding within 


° te 6 days after cessation of therapy 


Treatment 


should be repeated at 28-day intervals for four further courses 


For treatment by injection 








*DISECRON’ 














Only one injection of 


* Disecron 


Injection of progestogen (progesterone 12 


mg.) and opstrogen (cpstradiol mone 


benzoate 2.5 mg.) 


on two consecutive days per month 


need be administered, treatment being repeated at monthly intervals 


and 
t mploye d 


Collateral progestogen estrogen 


has also heen 


due to nidatory failure. 


LITERATURE IS AVAILABLE ON REQUEST 


therapy 
successfully in the 


treatment of habitual abortion, and in infe rtility 


BRITISH SCHERINGE 
timrTreo 
220 231 KENSINGTON HIGH STREET 
LONDON, W.S8 
Telephone; WEStern 8111 
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Infusion Solution for 
intravenous administration 


DEXTRAN-BENGER 


In all conditions associated with abnormal changes in 


circulating blood volume. 


@ HAEMORRHAGIC and TRAUMATIC 
SHOCK 


BURN INJURIES 
@ PARALYTIC ILEUS 


@ OBSTETRICS and GYNAECOLOGY 


Dextran-Benger is identical with a Swedish preparation, 
the extensive use of which has been described by 


Scandinavian and American clinicians. 


Literature on application to: 


BENGER LABORATORIES LIMITED 
HOLMES CHAPEL - CHESHIRE 
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" n 
™ Cestra Mask 
For SURGEONS and NURSES 
BACTERIOLOGICALLY TESTED AND SPECIALLY DESIGNED 


FOR THE PREVENTION OF DROPLET INFECTION 


After many bacteriological experiments this mask was designed to 

arrest all droplets from the mouth and nose, and so to prevent 

contamination during operation. The ‘ Cestra’’ Mask consists of 

4 layers of Fine dental Gauze. it fastens securely under the chin, 

has an air gap at the sides, is comfortable to wear for long periods 

and may be easily sterilized. Made by: Robinson & Sons, 
Obtainable from Chemists and Medical Stores Ltd., Wheat 6r: Mills, 

Lendon Office: King’s Bourne House, 229/231 High Holborn, LONDON, W.C.1 CHESTERFIELD 




















Maintaining 
anzesthetic equipment 
at peak efficiency 


Only regular sstematic servicing can ensure that apparatus is 





maintained at the highest standard of safety and efficiency. 
The B.0.C. service —in complete accord with B.S.|. Code 
of Practice — provides such a service for hospitals through- 
out the country. By quarterly visits, fully trained engineers 
maintain all your medical gas equipment, as well as pipe- 
line installations, at the peak of efficiency — thus reducing 
the possibilities of trouble which may follow from inexpert maintenance. A leaflet fully describing the scope 


of this very comprehensive scheme will gladly be supplied on request 


THE BRITISH OXYGEN COMPANY LTD 
WEMBLEY, MIDDLESEX »- RUSHOLME. MANCHESTER 


Incorporating Coxeter & Son Ltd. and A. Charles King Ltd. 











ROYAL NAVAL MEDICAL SERVICE 


Candidates are invited for service as MEDICAL OFFICERS IN THE ROYAL NAVY, preferably 
below 28 years. They must be British subjects whose parents are British subjects and be medically 
fit. No examination will be held, but an interview will be required. Initial entry will be for four 
years’ short service, after which gratuity of £600 (tax free) is payable, but permanent commissions 
are available for selected short service officers. Ante-dates of seniority up to 12 moaoths may 
be given for service in recognised civil hospitals. For full details apply Medical Director-General, 


Admiralty. $.W.1. 
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HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental illness. 

Special Geriatric Unit now open. All types of treatment 

carried out. Accommodation for Alcoholics and Addicts 

available. Fees from 6 gns. per week upwards according 
to requirements. 


Apply to Dr. J. A. SMALL Telephone: Norwich 20080 











ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tue Most Hon. THe MARQUESS OF EXETER, K.G., C.M.G., A.D.C 
Medical Superintendent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
patients, and certified patients of both sexes are received for treatment. Careful clinical, biochemical, bac- 
teriological afd pathological examinations. Private rooms with special nurses, male or female, in the Hospital 
or in one of the numerous villas in the grounds of the various branches can be provided 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be ad- 
mitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and Nervous 
Disorders by the most modern methods; insulin treatment is available for suitable cases. It contains special 
departments for hydrotherapy by various methods, including Turkish and Russian baths, the prolonged immer- 
sion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombi¢res treatment, &c. There is an Operating 
Theatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and a Department for Diathermy and 
High-Frequency treatment. It also contains Laboratories for biochemical, bacteriological, and patholegica)l 
research. Psychotherapeutic treatment is employed when indicated 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
orchards of Mou.ton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing 


BRYN—Y—NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Lianfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change, or for longer periods. ‘The Hospital has its 
own private bathing house on the seashore. There is trout fishing in the park. 

t all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts) croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as carpentry, &c 

For terms and further particulars apply to the Medical Superintendent (Telephone: No. 4354, three lines 
Nerthampton), who can be seen in London by appointment. 


RUTHIN CASTLE, NORTH WALES 


A Private Clinic, the first in Great Britain, 
for investigation and treatment of all forms of 
disease, except infectious and mental 








Nursing, dietetic, massage, x-ray and laboratory departments 
Central heating and a lift to all floors 





Inclusive charges Apply SECRETARY Telephone : Ruthin 66 
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ASPIRIN 


is an acidic substance, sparingly soluble. 
DISPRIN 


is neutral, stable, soluble -and palatable. 


The reasons for preferring calcium aspirin to 


aspirin lie chiefly in the fact that it is a neutral, 


soluble and bland compound, whereas aspirin 
is acidic, sparingly soluble and may act as 


a gastric irritant. 


But calcium aspirin has a defect 
of its own —chemical instability ; 


and in consequence attempts to | 


manufacture it in the form of tab- 
lets that could be depended upon 
to remain free of nauseous break- 


Extended clinical trials show that 
Disprin in massive dosage, even 
over long periods, can be tolerated 
without the development of gastric 
or systemic disturbances except in 
cases of extreme hypersensitivity. 


down products, under reasonable 
conditions of storage, have hitherto 
met with little success. These 
difficulties have now been over- 
come. ‘ Disprin,’ a stable, tablet 





preparation, readily dissolves to 
yield a substantially neutral and 
palatable solution of calcium aspirin 
that can be prescribed in all con- 
ditions in which acetylsalicylate 
administration is indicated. 


DISPRIN™ 


Neutral, stable, soluble, palatable calcium aspirin 





On prescription Disprin is free of Purchase Tax. 
} } } 


Clinical sample and literature supplied on application 


RECKITT & COLMAN LTD HULL AND LONDON (PHARMACEUTICAL DEPT., BULL) 
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Army Medical Corps. Rank—Captain. 
from date of appointment. Passage, 
further particulars apply personally or 
85/87. Jermyn Street, London, $.W.1!. 





AUSTRALIAN REGULAR ARMY 


Applications are invited from any persons who have been trained in a regular course of 
Medical or Surgical Study of at least five years’ duration in Great Britain or Ireland, and who are 
legally qualified medical practitioners in Great Britain or Ireland, who are natural born British 
subjects of European descent, for short service commissions of four years in the Royal Australian 
Age 23 to 35. Medical classification—completely fit for all 
duties in any locality. Appointments will be made in the United Kingdom, and pay will commence 
including families, paid for forward journey to Australia. For 
in writing to Australian Army Staff, Canberra House, 
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vitamin-B_ deficiency 

states the maximum dffect is 

obtained by the administration 

of a well balanced preparation con- 

taining the vitamin-B complex. 

The characteristic symptoms which mild deficiency of 

this complex produces, including anorexia, loss of weight, 

constipation and depression, respond rapidly to the 
administration of Vibetone Tablets. 

When the diet is restricted or when the dietary intake 

does not meet an increased demand Vibetone Tablets 

supply the ideal supplement. 


VIBETONE 


FORMERILY KNOWN AS BEFOLIN 
Each tablet contains : 


Aneurine hydrochloride .. 1°0 mg. Nicotinamide .. 20°0 mg. 
Riboflavine .. .. .. 1°O.mg. Folic Acid .. 1°7 mg. 


Supplied in bottles of 25 and 100. 
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